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Approved for use through 07/31/2006. OMB 0651-0031 


PETITION FOR REVIVAL OF AN APPLICATION FOR PATENT ABANDONED 
UNINTENTIONALLY UNDER 37 CFR 1.137(b) 


Docket Number (Optional) 


First named inventor D^M'- 5 W» !>EflRif 

Application No.: O / / ^/ Art Unjt . 

-of „ RECEIVED 

Title: QUfiJeO. APR 2 2 2004 

Aftenfin „ tot ,. OFFICE Of PETITIONS 

Attention: Office of Petitions 
Mail Stop Petition 
Commissioner for Patents 
P.O. Box 1450 
Alexandria, VA 22313-1450 
FAX: (703)872-9306 

NOTE: If information or assistance is needed in completing this form, please contact Petitions 
Information at (703) 305-9282. 

The above-identified application became abandoned for failure to file a timely and proper reply to a 

notice or action by the United States Patent and Trademark Office. The date of abandonment is the day after the 

expiration date of the period set for reply in the Office notice or action plus an extensions of time 

actually obtained. 

APPLICANT HEREBY PETITIONS FOR REVIVAL OF THIS APPLICATION 

NOTE: A grantable petition requires the following items: 

(1) Petition fee; 

(2) Reply and/or issue fee; 

(3) Terminal disclaimer with disclaimer fee -required for all utility and plant applications 
filed before June 8, 1995; and for all design applications; and 

(4) Statement that the entire delay was unintentional. 

1. Petitiorj^ee ^ ^ 

^pmall entity-fee $ 55, (37 CFR 1 17(m)) App , icant daims See 37 CFR 1 2J 

□ Other than small entity - fee $ (37 CFR 1 .17(m)) 

2. Reply and/or fee 

A. The reply and/or fee to the above-noted Office action in 

the form of _ (identify type of reply): 

U has been filed previously on 

LZI is enclosed herewith. 

B. The issue fee of $ . 

O has been paid previously on 

O is enclosed herewith. 


[Page 1 of 2] 

msoollection of tnformat^ is requ^d by 37 CFR 1 .137. The information is required to obtain or retain a benefit by the public which is to file (and by the 

)anapPl,CatIOn ' ConM » ntt *^l» 9ovemed by 35 U.S.C 122 and 37 CFR 1.14. This col taction is estimated to take 1 .0 hour to complete 
^^^f fT?' ^""9' ^submitting the completed application form to the USPTO. Time will vary depending upon the individual case. Any comments 
on the amountofbme you req^re to complete this form and/or suggestions for reducing this burden, should be sent to the Chief Information Officer U S Patent 
ana irademar* Office, U.S. Department of Commerce, P.O. 1450, Alexandria, VA 22313-1450. DO NOT SEND FEES OR COMPLETED FORMS TO THIS 
ADDRESS. SEND TO: Mail Stop Petition, Commissioner for Patents, P.O. Box 1450, Alexandria, VA 22313-1450 


If you need assistance in completing the form, calf 1-80O-PT&-9199 and select option 2. 


• 
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3. Terminal disclaimer with disclaimer fee 

□ Since this utility/plant application was filed on or after June 8, 1995, no terminal disclaimer is required. 

□ A terminal disclaimer (and disclaimer fee (37 CFR 1 20(d)) of $ for a small entity or $ for 

other than a small entity) disclaiming the required period of time is enclosed herewith (see PTO/SB/63). 

4. STATEMENT: The entire delay in filing the required reply from the due date for the required reply until the 
filing of a grantable petition under 37 CFR 1.137(b) was unintentional. [NOTE. The United States Patent and 
Trademark Office may require additional information if there is a question as to whether either the 
abandonment or the delay in filing a petition under 37 CFR 1.137(b) was unintentional (MPEP 

711.03(c), subsections (lll)(C) and (D))J. 

WARNING: Information on this form may become public. Credit card information should not 
be included on this form. Provide credit card information and authorization on PTO-2038. 


Date 



Telephone 
Number: 


Signature 

Typed or printed name 
Address 

Enclosures: g- Fee Payment fr^^^ll W % 7# $9£ 

R-i ^ , Address ' 

120 Reply 

^3 Terminal Disclaimer Form 

0~ Additional sheets containing statements establishing unintentional delay 
□ Other 


CERTIFICATE OF MAILING OR TRANSMISSION P7 CFR 1.8(a)] 

\ hereby certify that this correspondence is being: 

deposited with the United States Postal Service on the date shown below with sufficient postage as 
C first class mail in an envelope addressed to: Mail Stop Petition, Commissioner for Patents 
P.O. Box 1450, Alexandria, VA 22313-1450. 

□ transmitted by facsimile on the date shown below to the United States Patent and Trademark Office at 
(703)872-9306. 

f-Jh _____ 

Date ' Signature 

i^Ty/i/A 07, Dermic" 



Type or printed name of person signing certificate 
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Mr. Douglas I. Wood 
Senior Petitions Attorney 
Office of Petitions 


RECEIVED 


APR 2 2 2004 


OFFICE OF PETITIONS 


Mr. Wood, 


I d like to inform you of my past medical problems that may help you understand what was 
going on at my house and in my life when we initially applied for a patent on our "I V S " 
(Insurance Verification System). I hurt my back on a job in Omaha in Oct. 1994. I was told 
by my doctor to get a desk job which I did. The back continued getting worse and in July of 
2000 I was forced to quit the job. In Oct. of 2000 I woke up and had no feeling from the 
waist down. I was rushed to the hospital and they found my spine had an infection in it It 
caused blood infection and I was "touch-n-go" for a while. After 15 days in the hospital I 
was released and was fitted with a shoulder bag and being fed antibiotics 24/7 After 6 months 
I had my first surgery. They took out 35% of L-4 and L-5, took out the disc between them 
as it was also dead bone. Then he took a piece of bone from my hip and wedged it in my 
spine. I couldn't get out of bed for 30 days. A year or so later (Jan. 2002) I had my second back 
surgery. More dead bone and infection. It seemed we saw light at the end of the tunnel then 
bang I had to have triple by-pass in Jan. 2004. And in between all this mass confusion 
somehow my application was lost in the patent office. The only thing I can see is my wife 
should've gotten a receipt when she mailed the Jan. response. And I should've told her to make 
copies of what she was sending but things were going crazt not knowing if I was going to be 
alive or not!!!!! 


f.6. ' fie***- MP " ^ ^ 


Thank You For Your Time And Patience, 


Dennis M. Dearie 
(225)262-0561 - 




Dennis M. Dearie • April % 2004 

15431 Red Maple Place 
Greenwell Springs, LA. 70739 
(225) 262-0561 


Mr. Douglas I. Wood; Senior Petitions Attorney, 

I am the sole inventor and designer of the wireless system using a 
barcode on an automobile's inspection sticker or windshield or glass 
to check for the status of insurance policies on said vehicle. The 
system is called "Insurance Verification System" or'TVS". My system 
uses a wireless barcode reader that is tied directly to our internet 
server. (This can also be written to use state's data terminal) We have 
written spec's to use our server that way in future uses other states 
can be tied in seamlessly. 

Basics of the system are as follows: To get vehicles on system for 
the first time, the following guidelines/steps are (1) Application for 
policy is made, issuing company "logs on" to DesignScan's server, 
each company and employee will have their own secured "log on"' 
number and password, 2) after "logging on" the following fields are 
entered Policy number, Effective and Expiration Dates, Name, 
Address, and Phone Number of the policy holder, Vehicle 
Identification Number (VIN), Year, Make, Model, and Color of the 
covered vehicle. Those steps take only two minutes or less to do. 
That information is then submitted into server and cannot be altered 
or changed except by the issuing company. Company then prints out 
temporary card to be used until inspection sticker is renewed. 

When it becomes time to renew inspection sticker the station 
completes the process. The state shall print out new stickers with a 


barcode on the bottM portion of the sticker. %e station also "logs 
on" to the DesignScan server. Once there they will enter the VIN 
which will take them to the "inspection page". The inspection page 
displays VIN, year, make, model, and color of vehicle. They then 
will be able to cross reference that the correct vehicle and VIN are 
the same. After highlighting the barcode section the inspector will 
use a barcode reading pen and swipe the next sticker. Upon 
completion that the barcode field is correct he'll then enter the 
appropriate date, mileage, and license plate number. After successfully 
passing the inspection and filling out all fields the inspector submits 
information into computer. Now the vehicle is on the IVS System. 

When it comes time to renew inspection sticker the owner doesn't 
need insurance papers. The station "logs on" to the DesignScan 
server, inputs the VIN and he'll be able to check if a policy is in 
effect for that vehicle. When a vehicle is "scanned" the reader 
sounds one way if there are no problems and another if that vehicle 
doesn't have a valid policy at the time of the scan. This saves time 
at check points and protects drivers who've lost or misplaced papers. 
It also helps law enforcement individuals from someone rummaging 
through the glove box late at night and pulling out a gun or 
something else. Plus there will be no more excuses, either you have 
insurance or you don't. 



UNICARE UTILIZATION MANAGEMENT 
2727 PACES FERRY ROAD, BLDG. 2 
STE. 600 

ATLANTA, GA 30339 



UniCare 


DENNIS DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739 


Reference No: 

Provider: 

Facility/Vendor: 

Client: 
Patient: 
Subscriber: 
Admit Date: 
Date Created: 


0200584271 
ROBERT THURSTON 
BATON ROUGE GENERAL 
HEALTH CENTER 
UL&H LARGE GROUP 2 
DENNIS DEARIE 
MICHELLE DEARIE 
N/A 

23-Jan-2004 18:25 


Service 

Date 

Quantity 

Code 

Description 

Surgical 

21-Jan-2004 

1 Unit(s) 

33518 

CABG, artery-vein, two 


Review Outcome: Certification 

Place Of sen/ice: Hospital - Additional IP Procedure 

The requested services have been certified as listed above based on medical necessity. The healthcare provider 
listed above is a network provider. The healthcare facility/vendor listed above is not a network facility/vendor. Using a non- 
network facility/vendor may result in reduced benefits and/or higher out-of-pocket expenses. For information regarding 
network facilities/vendors, please contact us at the toll-free number listed below. This determination is valid for 90 days 
; .Tom the Service Date listed above. If the Services Date changes, please contact us at the toll-free telephone number 
listed below. This determination is a recommendation regarding the medical necessity of the services listed above. The 
decision regarding what treatment is best remains with the patient and the healthcare provider. 

This letter and the associated review, do not guarantee claims payment. No benefit determination has been made at this 
time. Payment of benefits could be limited or denied if the information submitted with claims differs from that given by 
telephone, and is subject to all policy exclusions, limitations, waivers, pre-existing conditions and coverage eligibility when 
the services listed above are provided. 

For questions regarding this letter please contact: 

Name: UNICARE UTILIZATION MANAGEMENT 

Toll-Free Telephone: (800) 762-4534 X2106 
Facsimile: (770) 805-621 8 

Address: 2727 PACES FERRY ROAD, BLDG. 2 

STE. 600 

ATLANTA, GA 30339 

Sincerely, 
Care Manager 


833-020058427 1 -002-P AT-000-STD-UC2-23-J AN-20O4 


1 


RA]jft,< 
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BATON ROUGE RADWLOGY GROUP, DpC 

8490 PICARDY AVE, #500A 
BATON ROUGE, LA 70809 
(225) 769-6700 


c Card Using For Payment 
MASTERCARD VISA 


Card Number 


Signature 


Amount 


Exp. Date 


442263 


03/01/2004 


$138.00 


ADDRESSEE 


DENNIS DEARIE 

15431 REDMAPLE PLACE 

GREENWELL SPRIN, LA 70739 


REM IT TO 


BATON ROUGE RADIOLOGY GROUP, INC 

PO BOX 14530 

BATON ROUGE, LA 70898 


030109060000442263000002154500000138007 

Detach and return top portion to ensure proper credit - Retain bottom portion for major medical and tax purposes 
ACCOUNT DETAIL (Patient resp. is calculated as of statement date) 

Account**: 442263 


01/19/2004 

02/03/2004 
21/2004 
02/05/2004 
01/21/2004 
02/05/2004 
01/24/2004 
02/09/2004 


01: DEARIE, DENNIS 

71020: CHEST 2 VIEWS; AP/PA + LATERAL (DE LA BRETONNE, 
M.D.) at BRGMC - BLUEBONNET 

$37.00 claim Filed with primary insurance UNICARE LIFE + HEALTH 
INSURANCE 

71010: CHEST SINGLE VIEW; AP/PA (ALLEVA, M.D.) at BRGMC - 
BLUEBONNET 

$32.00 claim Filed with primary insurance UNICARE LIFE + HEALTH 
INSURANCE 

71010: CHEST SINGLE VIEW; AP/PA (TSAI, M.D.) at BRGMC - 
BLUEBONNET 

$32.00 claim Filed with primary insurance UNICARE LIFE + HEALTH 
INSURANCE 

71020: CHEST 2 VIEWS; AP/PA + LATERAL (ALEXANDER, M.D.) 
at BRGMC - BLUEBONNET 

$37.00 claim Filed with primary insurance UNICARE LIFE + HEALTH 
INSURANCE 


NOTES 

NOTICE: 

THIS IS A BILL. BASED UPON INFORMATION FROM YOUR 
HEALTH PLAN, YOU OWE THE AMOUNT SHOWN. 



37.00 


32.00 


32.00 


37.00 







$138.00^ 

1 I 

S0.00 

$0.00 

$0.00 

$0.00 . 


37.00 


32.00 


32.00 


37.00 


37.00 


69.00 


101.00 


138.00 


m 


^$138.00 


Please Pay This Amount: $138.00 


Regardless of insurance coverage you are 
responsible for payment of this account If 
you have any question regarding this 
statement, please call the main office. 


< 

Typo of 

Date of Bill 

1 

Date of 1 

Rill 

Dill 


D>mi mil P 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 54376 ^ 
ORLEANS, LA fJP 70154 

819-1000 

721025017 


Hew ob 

J 225 8] 
J FEI # 


Page No. 


[ S T PttientNeme 

Pattern Number 

Sax 

Asa 

Admbttoo | Discharge | Oaye 


| DEARIE , DENNIS 

43365725 

M 

48 

01/21/041 01/25/041 4 



Guarontor Nsms and Address 

:ob 

insurance Company Name 

Group No. 

Policy Number 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO *A 


435114921 



THURSTON R SCOTT 


To Insure Proper Credit Return Top Portion With Vow flernUttncs-;: 


Data of 

Potting 


Description of 
Hospital Services 


Service) 
Code 


Total 
Charges 


Est Coverage 
Ins, Co. No. 1 


Est. Coverage 
Ins. Co. No. 2 


Eat. Coverage 
In*. Co. No. 3 


Git. Coverage 
Int. Co. No. 4 


Patient 
Amount 


•iDBTAfL 


01/21 


017:21 

di/ii 


0-1/21 


017:21 
01721 

61/ ii 
;oi-/2i 

01;/.2l 

017:21 

:;pp21 


OF CURRENT 
215PRE OP SDS TIM 
016MAJ0R IV SURGE 
001CATH SWAN GANZ 
001PLEURAVAC CHES 
002SUTURE O-FLEXO 
001CATH PERC INTR 
001CATH CRITICORE 
001TEGADERM 2X3 
001KIT ARTERIAL M 
001TEGADERM 4X5 
001TUBE SALEM SUM 
001CATH RUBBER NE 
001CATH RUBBER NE 
001BLANKET HYPOTH 
001ADAPTIC ALL SI 
001VALVE KEITH AN 
001BAG DECANTER 
001ADAPTOR PERFUS 
001SUTURE CATEGOR 
001SUTURE CATEGOR 
001SUTURE CATEGOR 
002SUTURE CATEGOR 
001SUTURE CATEGOR 
003 SUTURE CATEGOR 
001SUTURE CATEGOR 
003ENDO LIGACLIP 
001ENDO LIGACLIP 
001TRAY BACK TABL 
001TRAY CHEST TAB 
003LIGACLIP LC-10 
008CLIP STERNAL 
001CONNECTOR, BLA 
002DRAIN BLAKE /SY 


CHARG ESr^i :iPAY 4ENTS 

3260O75 

3$&^&5 
i2.#09;9 

lips 

3£:fcdG76 

3;iiawi 

3&lG : lG3 

#ioi3i 

3:2ii;ai3i 
3;2!i : oi;5i 

3M:Qi;5;2 
3:210^97 

3210336 


AND 


9544 

.00 


975 

• 00 


439 

.00 


180 

.00 


208 

.25 

v^o^:ii2^; : :' 

235 

.25 

:i-I : ^3 : 5^25:? : - 

3 

.75 


182 

.00 


11 

.75 


;4 

.00 


49 

.50 


49 

.50 


182 

.50 


11 

.75 


32 

.00 


18 

.25 


102 

.00 


27 

.50 

: ;-::27:Js6v ! 

27 

.50 

27:- 

42 

.50 

:; : 42V50;: 

85 

.00 

/^ifebO-;'. 

73 

.25 

•:;;y:;?3;. : 25 : ' 

348 

.75 

: ;348a5 : 

170 

.25 

: i7du^ 

1124 

.25 

ii2i>25 : - 

374 

.75 

374;75;; 

950 

.75 

• 950. 75- 

747 

.50 

: ; 7:47^5o:: 

82 

.50 

: : ; A; $2L5b:- 

148 

.00 

^;:':l!48i00. : : . 

30 

.50 


290 

.00 

: §:29d-I:da; : . 



; : 0;;m:^ 


H 

I CO 

Ssp^to 55 

D Z 

TIO 
3* H 


S> z 

m ■ m 
o o 
o 

55 


Z — I 


= .: : #oa:rf: _ , 
v:: : ::^:.--< v a) =< 


1^ 


Patient Number 


Please refer to patient 
number In eft Inquiries 
I and correspondsncs. 


Additional patient billing may be necessary 
for any charges not posted when this bill 
was prepered. 



Conditional endorsements or statements such < 
"Payment In Full* on check remittance will not be 
recognized ee an "egreement*uvoompromiss a 
untsss agreed to m writing by the H tilth Center. 


Type of 

Date of Bill 

1 

Date of 1 

Rill 
Dill 


D»m* Dill i 

rrev. Bill 1 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 54376 ^ 
ORLEANS, LA 70154 
819-1000 

721025017 


•ew 01 

-| 225 8] 
J FEI # 


Page No. 


1 S T 


Pttltm Number |s«x 

Ago 

Admlwton | Obdnigo | Day* | 

| DEARIE 

, DENNIS 

43365725 1 M 

48 

01/21/041 01/25/041 4 | 



:oa 

tnsursncs Company Kama 

Group No. 

Poflcy Mumbr 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO */ 


435114921 


THURSTON R SCOTT 


To trteure Pteper tni&t- fatom TopiN^ Wth iSkMM%l^§g^p$\^}^ 


Oats of 

Potting 


Description of 
Hospital Services 


Servios 
Cods 


Total 
Charges 


Est. Covsrsgs 
Ins. Co. No. 1 


EtUCovortgo 

fno.Co.Ne.2 


EtLCemng* 

(ml Co. No. 3 


Ett. Covortg* 
ho. Co. No. 4 


Ptttont 
Amount 


Ql:F2| 
bi/li 

Qlpl 
01/21 

bi/zi 
g£Kzi 
|i;^2i 

pi^ii 

M/ : 21 
01/21 
bi'/2 ; i 

oi:/:2a 
pi/2i 
oi/ii 

:Ql;/il 

bi:/2i 

pi/:zi 
bi/.ai 
<pi/2i 

:.dif21 


003KIT DURA PREP 
003LIGACLIP LC-20 
001SHUNT VASCULAR 
001DONUT 

001BREATHING CIRC 
001SUTURE E-PACK 
001SUTURE E-PACK 
001BAG, PRESSURE 
001BAG ADULT RESU 
001PUNCH VASCULAR 
001OCTOPUS BLOWER 
001SURGICEL FIBRI 
001STABILIZER, HE 
016ANESTHESIA GEN 
001SOLN WATER 150 
001IV SOLN D52W 5 
001D5- 1/4 NS 
001D5- 1/4 NS • 
001D 52 1/4 N S 1 
001IV SOLN RINGER 
003 IV SOLN RINGER 
002NS 

001IV SOLN NACL . 
001IV SOLN NACL . 
003SOLN NACL .92 
001SOLN NACL .92 
001NORMAL SALINE- 
001NORMAL SALINE- 
001HEPARIN 1000U 
0031/2 NS 
001IV SOLN NACL . 
001POTASSIUM CHLO 
001BASIC METABOLI 
001GLUCOSE; SERUM 


Ssilibll 

3214171 

3$I#3$ 
326ifi| 

3|opib.i 

^p'bial 

3S«bo^8i7 
$4:0.(318:7 

3^00^2 
3$pb'23i# 
3 ;: 4pb.234 

$4b6;23i5 
3&bbZ37 

3i4bp26:G 


140.25 
76.50 
325.00 
8.50 
58.50 
277.50 
352.75 
106.50 
100.50 
277.50 
383.25 
4?9.00 
2472.00 
1452.00 
39.00 
20.95 
28.40 
28.40- 
28.40 
49.05 
147.15 
41.90 
32.65 
15.55 
106.20 
35.40 
3 
3 


•.•:-;p'5j-::U;..1:i^.::.|: 


'<■.■■'■■ : 


.50 
.50 


10.55 
62.85 
15.10 
63.55 
164.75 
38.00 


:e.- 


™S IS £$F&$&L. DO NcftW 

sewice^i^ [ tion3?^|. 


I -':'fp">. .-V" >•.!'.' 


BiE ^SPp VISIBLE J ^ 


Patient Number 


I Please refer to patient 
number In all Inqulriee 
end cor re sp ondence* 


Additional patient bflflng may bs necessary 
f0r cn>r y s not postsd when this bin 
was prepetsd. 



J endofssmsnts or statements such ss 
■Peyment In FutT on check remittance win not be 
rsoosnizsd ss en *eg/ee«nem4r»<om promise' 
unless agreed to b writing by the Heelth Center. 


Type of 

Date of Bill 

1 

Date of 1 

Bill 


Prow Rill V 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 54376 ^ 
ORLEANS, LA fJP 70154 

• 1000 
721025017 


-j^.O. BOX 

Hew orlr 

J 225 819-3 
J FEI # 75 


Page No. 



Pitltnt Number |s«c 


Admission 



1 DEARIE .DENNIS 

43365725 I M 

48 

01/21/04 

01/25/041 4 




:ob 

Insurance Company Name 


PoBcy Number 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO *A 


435114921 


THURSTON R SCOTT 


;;;T«> IneWfroper Crptfftj' Return Top PeVtfwi With Your flemitttn 


Osteof 

Description of 

Service 

Total 

r«f Comma* 



"' 

Est. Covarago 

Patient 

Potting 

Hospital Services 

Coda 

Charges 

In*. Co. No. 1 

f nt. Co. No. 2 

Irs. Co. No. 3 

Int. Co. No. 4 


mm 

001POTASSIUM 

£050658 

37.00 



•■ : ■.':•'....>•: ;i 




001POTASSIUM 


37.00 







001SODIUM; BLOOD 

4pi6£|| 

38.00 



•v I:-;-: viZ?- ':y< ■:* >>:■;:>£:"■ 




001CK; TOTAL 

4^^7:4:9 

68.00 






iblili 

001MAGNESIUM 


42.00 



: rt\ ::: f:r-- v-^ll-- 




001HEMOGLOBIN 

4^.| : pX6i 

30.50 







001HEMOGLOBIN 


30.50 






Win 

001CBC WITH DIFFE 

4ba:p:5;9-3 

68.00 





' ■ • .- . >': -.:--*:-.: : -- : 


0 0 1HEMAT0CRI T (HC 


30.50 



: : ;.:.'*.j; ; '. : .V'::"-' 




001HEMATOCRIT (HC 


30.50 







001PTT (PARTIAL T 


61.50 






Mm 

001PTT (PARTIAL T 


§1.50 




J ■ ICE: 


mm 

001PT ( PROTHROMB 


52.00 


THIS 


311 1 


Mm 

001PLATELET COUNT 


28.65 


IF IT 
SERVI 


3 «-L. DO 


mm 

001X CHEST PORTAB 


151.25 

: X Sill '* : ■• 


WINED T 


'Wm- 

001CELLSAVER INIT 

ilipBS 

. 327.25 


SEFN 

ff<£fr< for* 

°RTfON 


mm : 

001CELL SAVER PAC 


729.25 


YOUF 


IOT PAY/ 

IfeBYlt 

o4m 

001KIT PRESSURE M 

2740Q8B 

185.50 




PLAN, y 



0 0 1 ANT I C O AGULANT 


88.75 




•ONSIBL 



001A C T 


229.00 

.^229 : Jp« ; 





Mm 

0 0 1GAB APENT IN 


5.00 






Mm 

001DOCUSATE CALCI 


.50 

.U:- : ^S0::; 






001ASPIRIN 


.50 

.S---SP-.= : 






0 0 2ACE T AMINO PHEN 

3%6l7S5 

1.00 






Mm 

002EC ASPIRIN 


1.00 






:%/2i 

006VENLAFAXINE HC 


52.50 

;;. ; ::.:52^50 : ; : : 





oil 2% 

002BISACODYL 

pi : 9^$4 

1.00 






:;pl/;21 

002OXYGEN THERAPY 

3 : 5:6tiO;Q7 

311.50 

: 311^50^ 





01/21 

001NASAL 02 CHANG 

3;5;60 : dil 

28.00 






pi/ 21 

001EXTUBATION STA 

3;5|^4;i 








001MECH VENT INIT 

3^00i56 

765.00 







001WEANING PARAME 


10.00 

::HiM!oo ; -; 





^twm 

001TRACH TIES 


4.75 







003PULSE OXIMETRY 

3500608 

406.50 















Pstlent Number 


Ptesse refer to patient 
number In si) Inquiries 
[ and correspondence. 


Additions! patient billing may be necessary 
for any charges not posted when this bill 


Conditional endomome n ta or statements such aa 
"Payment In FuU* on check remittance will net be 
recognized ea an "egteement-bKcompromise* 
unless agreed to b writing by the Health Canter. 


Type of 

Date of Bill 

1 

Date of 1 

Bid 


Prou Rill r 

FINAL 

01/28/04 


INP, 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 54376 ^ 
ORLEANS , LA V 70154 

819-1000 
FEI # 721025017 


-^pf.O 

U 225 
J FEI 


Page No. 



Pstisnt Number |s«x| Age 


| DEARIE , DENNIS 

43365725 1 Ml 48 

01/21/041 01/25/041 4 1 



:oa 



Policy Number 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PFO */ 


435114921 


THURSTON R SCOTT 


Date of 

Petting 


Description of 
Hospital Services 


Service 
Cods 


Total 
Charges 


Est* Coverage 
Irs, Co. No. 1 


Gat. Coverage 
Ins. Co. No. 2 


Ett. Coverage 
Ins, Co. No* 3 


Eat. Coverage 
Ins. Co. No. 4 


Pstisnt 
Amount 


mm 


01/21 


::6:i : :7i22 
Wjiz 

iltll 
di/^2 

0^22 

0i;/22 

0l|i2 
$#22 


001MEPERIDINE HCL 
0 01MEPERIDINE HCL 
001MEPERIDINE HCL 
001MEPERIDINE HCL 
002POTASSIUM CHL0 
0 0 2MAGNE S IUM SULF 
002MAGNESIUM SULF 
002MAGNESIUM SULF 
001SUFENTANIL CIT 
001SUFENTANIL CIT 
003MIDAZOLAM HCL 
001THIOPENTAL SOD 
001MIDAZOLAM HCL 
002DEXMEDET0MIDIN 
003CEFAZOLIN SODI 
002CEFAZ0LIN SODI 
001ROOM 2605 
001TEGADERM 2X3 
001VASELINE GAUZE 
001NS 
001NS 

001CK; MB FRACTIO 
001BASIC METABOLI 
001CK; TOTAL 
001MAGNESIUM 
001CBC WITH DIFFE 
001EXERCISE-MONIT 
001GABAPENTIN 
0 0 1GAB APENT IN 
004DOCUSATE CALCI 
001DOCUSATE CALCI 
003FUROSEMIDE 
002FUROSEMIDE 
001FUROSEMIDE 


3|'28q2| 

$t$ob<§ 

S#00l|2 

^40 : 2i| 
4§5b-2f7 

4j08:&5^3 

3 : |;6iio05 
i&oiolds 

3^qi3iq 

3&£9i$| 


3.75 
3.75 
3.75 
3.75 
6.50 
4.00 
4.00 
4.00 
57.30 
57.30 
51.60 
11.15 
16.85 
292.80 
23.25 
19.70 
1370.00 
3 
6 


• ; ii£:&7:5> 



™s 's Prill 

stir 


75 
75 


20.95 
20.95- 
163.75 
164.75 
68.00 
42.00 
68.00 


5. 
5. 
2. 

6, 

4:, 

2 


00 
00 
00 
50 
00 
00 
00 


!.;l;i20J#| 


Pstisnt Number 


I Ptesse refsr to patient 
I number In ail Inquiries 
| end correspondence. 


Additional pstisnt billing may be necessary 
for any charges not postsd when thai biU 



J sndorss m s nts or statements such a> 
'Payment In FidT on cheek remittance wBI not be 
recognized es en ^sgfesinon ^ ^lwcer^ ^ Jrcmiss^ 
unless agreed to In writing by the Health Center. 


Type of 

Date off Bill 

Date of 1 

Bill 


Prev Rill r 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
•P^O. BOX 54376 

PEW ORLEANS, LA 70154 
225 819-1000 
FEI # 721025017 


Page No. 


|S T PstientNeme 

Patiant Number 

S«x 

*9» 

Admission | DUcftargs 

Day* 1 

1 DEARIE , DENNIS 

43365725 

M 

48 

01/21/041 01/25/04 

4 I 



:o8 

Insurance Company Name 

Croup No. 

Policy Number 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO *A 


435114921 



THURSTON R SCOTT 


^.Irl^-ptepoT Crp&U fataii Top Porjfart VVtth Vow ftemttttrteaft 


Oeteof 

Description of 

Service 

Total 

Posting 

Hospital Services 

Code 

Charges 


004EC ASPIRIN 


2. 

00 


002EC ASPIRIN 


1. 

00 


001BACLOFEN 


2. 

10 

Miii 

006POTASSIUM CHLO 


12. 

00 

WM 

004POTASSIUM CHLO 


8. 

00 


002POTASSIUM CHLO 

33:0344:9 

4. 

00 


0 1 6MIRTAZ APINE 


132. 

80 


002MIRTAZAPINE 

33:#;5:6!^ 

17.10 

6.1/22 

0010XYGEN THERAPY 


155. 

75 


001INCENTIVE SPIR 

35O:0Zi2 

65. 

50 


001PULSE OXIMETRY 

3S6tf60£ 

135. 

50 

Mm 

001MEPERIDINE HCL 

33^ila 

.3. 

75 


0 0 1MEPERIDINE HCL 


3. 

75 


001MEPERIDINE HCL 


3. 

75 


001MEPERIDINE HCL 


3. 

15 

'WfM 

001MEPERIDINE HCL 


3. 

15 


001MEPERIDINE HCL 


3. 

15 


0 0 1MEPERIDINE HCL 


3. 

15 

§&22 

002MAGNESIUM SULF 


4. 

00 

Wf22 

002MAGNESIUM SULF 

3326951 

4. 

00 


001PROMETHAZINE H 


6. 

70 

•Si/22 

001ROOM 4406 


740, 

00 


001NS 


20. 

95 


001NS 

3 :; 40Q232 

20. 

95 

BlJ/23: 

001IV SOLN NACL . 

3*40023? 

20 

95 


001LDH ISOENZYMES 

#40744 

109 

00 

My£3 

001BASIC METABOLI 

4^0.277 

164 

75 

• : 0:i:/2.3 

001MAGNESIUM 

40507513 

42 

00 

:6l:/23 

001CBC WITH DIFFE 

4 : 6;S0593 

68 

00 

.P^/1.3 

001EXERCISE-MONIT 

2.6:5:op;oa 



vbii/|3 

001EXERCISE-MONIT 

2 : 65;bopi 



!;0i:/23 

001EXERCISE-MONIT 





004DOCUSATE CALCI 

3301306 

2 

.00 


003FENOFIBRATE 


23 

.10 





Est Coverage 
Ins. Co. No. 1 


Eat. Coverage 
Ins. Co. No. 2 


Est. Coverage 

Ins. Co. No. 3 


Eat. Coverage 
Irc. Co. No. 4 


Patient 
Amount 


ii#$:|j3G; : : 
: :;:; ? :42 : .:0bi 

:..:#& ; ;:0'G : 


NOTICE: 


THIS 
IF IT 

SERVI 


IS 


3ILL. DO 
8E*ER WINED 


is 


EpR-A Portion 


NOT RAY/iBtE: 
PLAN, YOtl 


Patient Number 


Please refer to patient 
number In ell Inquiries 
and corre sp o nd ence. 


Additional patient billing may be necessary 
for any charges not posted when this bill 
was prepared. 



Conditional endorsements or statements such ss 
•Payment In Full" on check remittance will not be 
recognized ea en "egreernent^rvcompremtss* 
unless agreed to in writing by the Health Center. 


Type of 

Date of Bill 

1 

Date of 1 

Bill 


Pfm. Dm r 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 .. 
^.0. BOX 54376 

P&W ORLEANS, LA 70154 
225 819-1000 \ 
FEI # 721025017 


Page No. 


1 S T 


Patiant Number | Sax 

Ago 

Admlaalon 1 Olacharga 1 Daya 1 1 

1 DEARIE 

, DENNIS 

43365725 | M 

48 

01/21/041 

01/25/041 4 | 


Guarantor Nima and Addrea* 

JOB 

Insurance Company Nuns 


Poflcy Numbar 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO *A 


435114921 



THURSTON R SCOTT 


Tolrtaur»Pn^C^ l^gr J^r^t* WuVYeir JuJto&a£$? 


Oat* of 

Oaacriptlon of 

S«nrioa 

Total 

Potting 

Hospital Service* 

Coda 

Chargaa 


0020XYGEN THERAPY 


311,50 


001PULSE OXIMETER 


22.00 


0030XYGEN EXTENSI 


14.25 


001MEPERIDINE HCL 


3.75 


001MEPERIDINE HCL 


3.75 


001MEPERIDINE HCL 


3.15 


0 0 1MEPERIDINE HCL 


3.15 


001MEPERIDINE HCL 


3.15 


002MAGNESIUM SULF 


4.00 


002MAGNESIUM SULF 

33^#l 

4.00 


001ROOM 4406 


740.00 


001NS 


?0.95 


001NS 


20.95 


001LIPID PANEL 


97.25 


001X CHEST, 2 VIE 


178.50 


001EXERCISE-MONIT 

£6500*1 



001EXERCISE-MONIT 




0010XYGEN THERAPY 

^sbo# 

155.75 


002PULSE OXIMETER 


44.00 


0 0 1MEPERIDINE HCL 

3j : 2'6§41 

3.75 


001MEPERIDINE HCL 


3.15 

g|/ : :2& 

001MEPERIDINE HCL 


3.15 

bil/^4 

001MEPERIDINE HCL 


3.15 


002MAGNESIUM SULF 

3% : f69|i 

4.00 

: oi/2 ; 4: 

002MAGNESIUM SULF 


4.00 

ipii/ii 

001ROOM 4406 


740.00 


001TEGADERM 2X3 


3.75 

01/25 

001NS 

3;4 : d623;2 

20.95 

pi:/25 

001NS 

3j4;0Q252 

20.95 

pl/?5 

001NS 


20.95 

01^,25 

001NS 

3 : 400^32 

20.95 

: ;QI;/25 

001NS 

i : | : O023.2 

20.95 

:Q1*25 

001IV SOLN NACL . 


15.55 


001BASIC METABOLI 


164.75 





GatCovaraga 

Ins. Co. No. 1 


Ert. Covoreojt 
tns.Co.No.2 


Est* Covajrago- 
fra. Co. No. 3 


Eit. Cov«rtg« 
bn. Co. No. 4 


Amount 


lV!2S0;i : :#;: : 


• : : : : ? : 


(THIS IS IS Ot ABILll 
IF IT IS ciiliftiiN 


:,' ': ;: ' : ;y3*^!.i7.5. : ':' 


SERVICE 
SERVICES«$Qli 


YOUR HMM 

Bin 


PAYABLl 
PiM, YOU 
RESPONSIBLE. 


DO NO" *i 
:D THAT M# 

OFiiSBi 


Patiant Numbar 


Plaaaa rafar to patient 
numbar In aO Inajuiriaa 


Additional patiant billing may ba nacaaaary 
for any chargaa not poatad whan thia bffl 



loratatamantsaucnaa 
"Paymant h Fui* on chacfc ramlttanca win not ba 
racogntoad aa an 'agraamant-hvoonipiuniaa* 
uniaoa aoraad to kn wfWng by tha Haatih Camar. 


Typo of 

Date of Bill 

1 1 

Date of 1 

Rill 
SIN 


D*M>a Bill m 

rrev. Bill | 

FINAL 

01/28/04 


INP. 



J F 


BATON ROUGE GENERAL MEDICAL CENTER HA9 
0. BOX 54376 ^fc 
EW ORLEANS, LA 70154 
225 819-1000 
FEI # 721025017 


Pago No. 


1 S T 


| Patient Number 

S«x 

Age 

1 Adniieelon 

Otadutg* | 

Oayt | 

| DEARIE 

, DENNIS 

1 43365725 

M 

48 

101/21/04 

01/25/041 

4 1 



:oa 

Insurance Company Name 

Group No. 

PoBcy Numbf 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE/PPO *4 


435114921 



THURSTON R SCOTT 



4^^fiS77S J «nd corrtmpondenca, 

BATON ROUGE GENERAL MEDICAL CENTER HA9 
NEW ORLEANS , LA 


Addition*! patient billing may be neceaeary 
for any charge* not poeted whan thia I 
waa prepared. 


Conditional e ndoraemo n te or atatamama such aa 
HA9 "Payment In Futl" on check remittance will not be) 
recognized *a en * agreemant-livcofn promiaa • 

' to In writing by the Health Canter. 


Type of 

Date of Bill 

1 1 

Data of 1 

Bill 

Dill 


D^aw Dtll T 

FINAL 

01/28/04 


INP. 



J p: 


BATON ROUGE GENERAL MEDICAL CENTER HA9 
.0. BOX 54376 A 
EW ORLEANS, LA V 70154 

225 819-1000 
PEI # 721025017 


Page No. 


8 



PttfcntNumbtr fowl Aft 

AdRiMon | OWwgt 1 Daya 1 

1 DEARIE , DENNIS 

43365725 1 mI 48 

01/21/041 01/25/041 4 1 



:oe 




DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE/PPO */ 


435114921 


THURSTON R SCOTT 


y*in*m Proper Cn>dft- Be^^lfe^ 


Oeteof 


Description of 
Hospital Service* 


Sen/tea 
Code 


Total 
Charge* 


Eat, Coverage 
fn*. Co. No. 1 


Eat. Coverage 
?ne. Co. No. 2 


Eat Coverage 
fno.Co.No.3 


Ett. Coverage 
Ine. Co. No. 4 


Amount 


fSKlWMiVRY OF CHARGES 
rikjp - LNTENSI 1DAYS@ 12M 
TELEMET 3DAYS@ 7|# 
OPERATING ROOM 
SURGICAL SUPPLIEi| 
ANESTHESIA SUPPlJl 
LAB 

PHARMACY 

MEDICAL SUPPLIESl 
IV SUPPLIES 
IV SOLUTIONS 
X-RAY 

RESPIRATORY THER$i 
HEART LAB 

TOTAL OF CHARGES 


ft© 


1370.00 
2220.00 
9544.00 
9651.00 
1452.00 
2080.65 
902.35 
2588.50 
39.00 
651.85 
3?9.75 
2430.00 
1559.75 

34818.85 


3%l$i$^; 


ALL INSURANCE 
TO THE HEALTH 
***PATIENTS ARE] 
COPY OF THIS 
RECORDS*** 


BENEFITS 
QENTER 
REMlNDjED 
STATEMENT 


ARE AS SI 


TO 
FOR 


KEEP 
THEIBL 


MNED: 


■>*•::■:•:: 


'0iv0St CE: 


DO 


BE 


-y\.<Y- :■ 


TOT A L S 


34818.85 M8ldy8& 


Patiant Numbar 


I Pleaee refer to patient 
— — — I number tn ell InquWee 
i 


Additional patient bRBng mey be neeeeeery 
foreny chergce not posted when thai bfD 


BATON ROUGE GENERAL MEDICAL CENTER HA9 
NEW ORLEANS, LA 


HA9 



^evment In FuS* on check rerntttance wrfl not be 
recognized ee en *eo/eefttent4n-oompromlea' 
unleee egreed to in writing by the Heettn Center. 


Type of 

Date of Bill 



Date of 1 

Bilt 


Prau Rill T 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
||.0. BOX 54376 ^ 
PEW ORLEANS, LA W 70154 

225 819-1000 

FEI i 721025017 


Pago No. 



Pattern Numbtr |s«x 

Ag. 



1 DEARIE f DENNIS 

43365725 I M 

48 

01/21/041 01/25/041 4 




:ob 


Group No. 

Pottcy Number 

DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 

1 

AMLIFECARE / PPO *A 


435114921 


THURSTON R SCOTT 


Ditto! 


Description of 
Hospital Services 


Service 
Code 


Total 
Charges 


Est. Coverage 
I ns. Co. No. 2 


WSIS AND PROCEDURE^ 
WITTING DIAGNOSIS 

414-01 COR AS 
ESCHARGE/ FINAL 

414.01 *C0R AS 
401.9 
272.4 
564.00 

VI 7. 4 FAMILY! 
JRGICAL PROCEDURES 



HYPERIlENSit^ 
HYPERLil^fiMliK 

coNSTipXiiibKi 


ABSTI 


VESSEL 

VESSEL 
M0S 
NEC & 
liJOS 


36.12 
36.15 
89.64 
38.91 
99.00 

ECIAN: 
PERATING: 
007989 


*A0-C0R| 
1 INT 
PA 

ARTER3JAL 

PERioi:;iiti[ 


WEEGES: 


4 



ti^i^v DISEASE NSC/i; 


\-2 COR AE 
ART BYP/ 
: : :MON0t[rORING 
0ir\||pTERIZATl[^^: 
TRANSFUS 

Hi 


THURS1 


4 


! JNATE CARE: 
DISCHARGE DESTINATIcfNt 
ATW 


T 0 T A L ST 



01/21/04 
01/21/04 
01/21/04 
01/21/04 
01/21/0 


I! 


WfiS-f&ftfcT 



NOTICi 


A BILL 
i|TERMIN 
POR 
IS NOT 
HIEALTH PLAN 
BE 


NOT PAY. 
SBTflAT'rHIS 
?$NOF THESE 
^ABCfe BY 

N^^ptt Will 


34818.85 ;34S18.:8S: 


Patient Number 


Pteaoe refer to patient 
number In ell InquWee 
| and correspondence. 


Additional patient billing may be r 
for any chanjaa not poatad whan tree bill 



i andoraamanu or stafmema men aa 
•Paymant In FuU* en check nanttttne. wHI not ba 
nnogniud aa an 'earaerAMt-tfrcomproinlM* 
unleee agreed to In uniting by the Health Canter. 



* Type of 

Data of Bill 

1 

Date of 1 


Rill 

Dill 


Bpmi Bill r 


FINAL 

01/28/04 



INP. 



■ewoi 

U 225 8] 
J FEI # 


■yg/t ■-■sir.'- 


BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 54376 

ORLEANS, LA - ^3^- 70154 

819-1000 

721025017 


■■ " -.v*^. :^t^ j - - ' .Hi- .. 


Page No. 


10 


1 S T 


Patieitt Number |Sex| Age 

Admission | Olecherge | Oeye | 

| DEARIE 

, DENNIS 

43365725 | Ml 48 

01/21/041 01/25/041 4 I 



ZQB 


Group No. 

PcflcyNwnbsr 

DENNIS DEARIE 

1 

AMLIFECARE / PPO *A 


435114921 

15431 RED MAPLE PLACE 





GREENWELL SPRINGS LA 70739 







THURSTON R SCOTT 





Oeteof 
Potting 


Description of 
Hospital Services 


Service 
Code 


Total 
Charges 


Est Coverage 
toe. Co. No, 1 


Est. Coverage 
Ins. Co. No. 2 


Bat. Coverage 
Ine. Co. No. 3 


Est. Coverage 

In*. Co. No. 4 


Pstisrtt 

Amount 


^|feSSES 

'IKtient 

dennis dearie 
15431 red maple! 
greenwell 


.mum 


ABSTRA 



SPRIN(SS::i:|ai-i7b739 



EMPLOYER: 
DISABLED 
BATON ROUGE LA 



fSISH 


NOT/c 
BILL 


WoxAWiS;::::::::::^ 


$111 wv: 



ty 


^ < : ::^:-.x^- :: ^x i 


US 


lilt 


Patient Number 


Please refer to patient 
number In efl Inquiries 
end correspondence. 


Additions! patient bflmg msy be necessary 
for any cnsrgeo not posted when this bid 




onsJ endorsements or statements such as 
Tsymsnt si Put* on check rarntaanco wHI not bo 
recognised ea en "egrsement^n-comprombe* 
unless agreed to In writing by the Heetth Center. 


Type of 

Date of Bill 

— — -I 

Date of 1 

Bill 


fVou Rill r 

FINAL 

01/28/04 


INP. 



BATON ROUGE GENERAL MEDICAL CENTER HA9 
BOX 543 76 ^ 
ORLEANS, LA V 70154 

819-1000 

721025017 


Hew oi 

U 225 8] 
J FEI / 


Page No. 


11 



Petient Number ISexl Age I Admission 1 

Olscnarga | Days 


| DEARIE 

, DENNIS 

43365725 | mI 48 101/21/041 

01/25/041 4 




:o8 


Group No. 


DENNIS DEARIE 

1 

AMLIFECARE / PPO *A 


435114921 

15431 RED MAPLE PLACE 





GREENWELL SPRINGS LA 70739 







THURSTON R SCOTT 


Oat* of 


Description of 
Hospital Services 


Service 
Coda 


Total 
Charges 


Cat. Covsraoo 
lrw.Co.No. 1 


Ett. Covtftgt 

In*. Co. No. a 


Ett* Coverago 
lno.Co.No.3 


Eat. Coverage 
Int. Co. No. 4 


2 ABSTRA 


CPNCURRENT GROUPER 
#: 109 MDC # 
RATE PER CASE: 
OUTLIER VALUE: 
GROUPER USED: 

#: 109 MDC # 
RATE PER CASE: 
OUTLIER VALUE: 
GROUPER USED: 

#: 109 MDC 
RATE PER CASE: 
OUTLIER VALUE: 


•K'D'iDlG 


:JUG 
iSlG 


Uj$|^r^!^i!t03 
f 003$. 96 

r -|ii0i9^S.96 
:iSpfe|§p03 


(A7}fc 


(AL 


96 


THIS IS ^OT A BILL. DO NC il&i 
IF IT IS Sfif^ttNlEDTHAllttM 


.. <v __ RAYABIiSlBM 
YOUR rjg^j$[aj|, YOlBlli; 
E||r1tE^0NS!BLE. 


Patlant Number 


I Please refer to patient 
I number In ell Inquiriee 
I end correspondence. 


Additional patient bHOng may bo necessary 
for «nv charase not posted when thJe bHl 
was prepared. 



el endoraarnenta or statements such ae 
'Payment In FuiT on check remittance wfHI not bo 
recognized es en 'e«njernent-livcompromiee - 
unleee earned to in writing by the Hearth Center. 


-1 V:V . ' 


APPROVED OM8 NO.Q938-Q279 


BATON ROUGE GENERAL MEDIC 
PO BOX 54376 

NEW, ORLEANS LA 701544376 
2258191000 


12 PATIENT NAME 

DEARIE, DENNIS 


3 PATBIT CONTROL NO. 


; 43365725 


S FED. TAX NO. 


7 covd. 

8 MCD. 

. 0C4O. 

10 L-no. 

ii DRG109 

721025017 

012104 | 012504 

004 




T-S 


113 PATIENT ADDRESS ■ -. > ^ .^_;v . v v, ^ 

15431 RED MAPLE PL GREENWELL SPRIN LA 70739 


*'ATE 


IS SEX 16 MS 


Ori/1956 


32 OCCURRENCE 


COPE 


DATE 


A ° M !f^ N . ifl TYPE , 20 SRC I 21 0 ""I* 2 STAT| 23 MEDICAL RECORD NO. 


H I 012104 1 05 I 3 | lTjjT 


34 OCCURRENCE 

COPE DATE 


06 00442263 


96 

core 


DENNIS DEARIE 

15431 RED MAPLE PLACE 

GREENWELL SPRINGS LA 70739 


OCCURRENCE SPAN 


THROUGH 


37 




39 

VALUE COOES 
AMOUNT 


a 

02 




b 





c 





d 






VALUE COOES 
MKXMT 


42 REV. CO. 43 DESCRIPTION 


44 HCPCS/ RATES 


45 SERV.DATE 


46 SERV.UMTS 


47 TOTAL CHARGES 


48 NON-COVERED CHARGES 


49 


071 
200 

214 
250 
258 
270 
272 
301 
302 
305 
320 
360 
370 
410 
460 
001 


LA MANDATED SRV CHG 
INTENSIVE CARE OR (ICU) 
CCU/ INTERMEDIATE 
PHARMACY 
IV SOLUTIONS 
MED-SUR SUPPLIES 
STERILE SUPPLY 
LAB/CHEMISTRY 
LAB/ IMMUNOLOGY 
LAB/HEMATOLOGY 
DX X-RAY 
OR SERVICES 
ANESTHESIA 
RESPIRATORY SVC 
PULMONARY FUNC 
TOTAL CHARGES 


1370.00 
740.00 


THIS 

IF i 


4 

1 

3 


17 
1 

13 
2 
16 
16 
1 
8 


8 

1370 
2220 
912 
641 
1669 
12659 
1483 
327 
826 
329 
9544 
1452 
765 
618 
34826 


health 


Will 


50 PAYER 


UN I CARE 


51 PROVIDER NO. 


b2 REL 53ASG 
l(*FO SEN 


57 U024212 


DUE FROM PATIENT ► 


00 
00 
00 
90 
30 
50 
50 
00 
25 
65 
75 
00 
00 
00 
00 
85 


54 PRIOR PAYMENTS 

55 EST. AMOUNT DUE 

58 T . . 


I 


I : 




58 INSURED'S NAME 

59P.R& 

60 CERT.-SSN-HIC. IDNO. 

61 GROUP NAME 

62 INSURANCE GROUP NO. 

DEARIE, MICHELLE 

02 

435114921 


141060M001 







63 TREATMENT AUTHORIZATION CODES 

64ESC 

65 EMPLOYER NAME 

66 EMPLOYER LOCATION 


02005842714DAY 

9 

DISABLED 

■BATON ROUGE, LA 70805 



i • 



67 3RIN.OIAG.CO 


V 


41401 


a core ftmWWJX' 


4Q19 


2724 


PRINCIPAL PROCEDURE 


56400 


COOES 


core 


OTHER PROCEDURE 


Lwl 


OTHER PROCEDURE 
COPE I PATE 


412101. 


3615 


COPE _ 


74 COPE 


78 ADM.OIAG.CD. 


4 1 4Q 1 


77 E-COOE 


82 ATTENDING PHYS. ID 


07588R THURSTON R SCOTT 


83 OTHER PHYS. ID 


07588R THURSTON R SCOTT 


84 REMARKS 


UNICARE 

PO BOX 833933 

RICHARDSON, TX 75083 


OTHER PWS.ID- 


X 


66 DATE 
01/28/04 


UB-92 HCFA-1450 


OCR/ORIGINAL 


I COfflFY THE COmnCAnOKS ON THE RBfBM AMY TO TWS BU AND Am MADE A PART HEREOF. 


(gg\ OUR LADY OF THE LA^ 

^5§J/ REGIONAL MEDICAL CENT^ 

• P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patient's Name 

DEARIE, DENNIS M 


**^eprint ** - ksa 
hospital(mrvices 


Account Number 


Admission 
Oats 


Discharge 
Date 


Date 


PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

OENNIS M DEARIE 
15431 RED MAPLE PL 

GREEMWELL SPRINGS LA 70739-3530 


01683BO70-O304 I 10/30/00 11/14/00 06/05/01 

PHONE 225/765-8372 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

DEARIE, DENNIS M 


I Account NBR jbw uaie ifage no 

q 1 6 8 3 3 0 7 0 - 0 3 0 4 |0 6 / 0 5 / 0 1 S| M Q 1 


.Page No. 


POSTING 
DATE 


REFNBR DESCRIPTION 

SUMMARY OF CHARGES 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


ROOM CHARGES 


001 PRIVATE 

15 DAYS AT 390.00 5,350-00 

TOTAL OF ROOM CHARGES 5,050.00 


5,850.00 
5,850.00 


ANCILLARY CHARGES 


026 
027 


024 PHARMACY-SPECIAL 

025 PHARMACY 
IV THERAPY/SUPPLIES 
CENTRAL SUPPLIES 

030 LABORATORY 

032 X-^UY StRVT-CES 

035 CT SCAM 

036 0.3. SERVICES 

OA 2 PHYSICAL MEDICINE 

066 CARDIOLOGY SERVICES 

071 ^ECi]v/hRr ROOM 

0^3 C'P-'ry MHvAPUTIC SERVICES 

0^7 LA MANDATED SERVICE CHARGE 

TOTAL OF ALL OTHER CHARGES 

ACCOUNT ADJUSTMENTS 


145.00 
8,237.89 
64.00 
3 , 1 20 . f »0 
2,578.75 
6, 95 9.00 
2 ,030.00 
1,113.20 
172. C J 
? 38 .00 
2 25 .00 

l o r . c c 

30.00 
:5 ,071.79 
30.00- 


145 
8,237 
64 
3,120. 
2,573. 
6,959. 
2,080. 
.113. 
1 72. 
23 3. 
225. 
1 0 8 . 
30. 


1 


. 00 
.89 

.00 
.90 

75 

00 
00 
25 
00 
00 
00 
00 

oc 


25 ,0 71.79 


30.00- 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


^ OUR LADY OF THE LA^ 

REGIONAL MEDICAL CENT^ HOSPITAL^ 


PRINT ** - KSA 
RVICES 


P.O. Box 14790 • Baton Rouge • LA 70898-4790 


Patient's Name Account Number -., ■ 9 Admission SBisehaige " - Billing 

j_ jDato ; f Date ;"" Date 

DEAR IE ♦ OtNNIS M 016833070-0304 I 1:6/30/00 11/lA/OO 06/05/01 

PUEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON All INQUIRIES AND CORRESPONDENCE ' ^ 

FUR BILLING INFORMATION CALL BUSINESS OFFICE (EL) PHONE 225/765-3872 


FEDERAL I.D. 72-0423651 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPL P PL 

green well springs la 70739-3530. M Hospital Has Private Rooms Only 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION CC7 

INSURANCE BENEFITS ASSIGNED 

PatienfsName ....... - ■ Account NBA 

raoenrs Name J Account NBR - • > , m Date - ., ? . .Page No. ACCORDING TO THE INFORMATION 

DEARItf DENNIS M qi 6830070-0304 |06/05/01S|M02 supplied by your insurance carrier 

POSTING ■■■ ...... — - - 

DATE REF NBR DESCRIPTION , J y X : :^VTTJTAL AMOUNT^ PORTION > PORTION 

TOTAL CHARGES AND INSURANCE 30,891.79 30,921.79 

NOTHING DUE AT THIS TIME - ^ ,. 30.00- 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



I OUR LADY OF THE L 

REGIONAL. MEDICAL CEN 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 


AKE 


HOSPITAL 


PRINT ** - KSA 
RVICES 


Patient's Name 


Account Number 


Admission 


Discharge 
Date 


DEARIE,: DENNIS M 016838070-0304 I 10/30/00 11/14/00 06/05/01 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREEN WELL SPRINGS LA 7073.9-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patienrs Name 

DEARIE, 

POSTING"'?; 


DENNIS M 


d Account NBR iBil) Date 

16838070-0304 |06/0 


I Page No. 
1 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 


DATE. > REF NBR - DESCRIPTION 

TOTAL AMOUNT 

PORTION 

10/30/C03920C001PRIVATE "063701 

390 

.00 

390. 00 

10/30/00750O0828DEX 5?i W 50ML 

49 

.12 

49.12 

QUANTITY OF 2 




10/30/CC75898874CEF0XITIN 1GH VIAL MEFOXIN 

46 

.46 


QUANTITY OF 2 




10/30/0081 700648K0N IONIC CONTRAST (3CC) 125 

145 

.OG 


10/30/008410001 5 IV- START/RES TART 

32. GO 

32.00 

10/30/004000C774URINAL 

1 

.30 

1.30 

10/30/004C001597SET, IV EXTENSION 7" 4436 

5 

.30 

5.30 

10/30/004C001636DEX 552 .455? SOD CHL INJ 1000 

6 

.40 

6.40 

QUANTITY OF 2 




1C/30/0C40G01873TEMP PROBE COVERS 

16. 75 

16.75 

10/30/00400C2076ICF PAG 

5 

.15 

5.15 

10/3G/0040002202STCCKING, TED HQSc LARGE/REG 

25 

.75 

25.75 

10/30/0040002343INSYTE NEEDLE 2CC X 1 1/^" 

3.20 

3.20 

10/30/00400037901 V START KIT 

P. 

.05 

5.05 

10/30/00400194531 V SET, SECONDARY 

5 

.75 

5.75 

10/30/CG40061842A0APTER, CLAVE MALE LL 

7 

.65 

7.65 

10/30/0G65107526CULT BL GOD-RGU T I NE ADULT 

210 

.OC 

210.00 

QUANTITY OF 2 




1 0/30/00 65 12C 337 ?• AC T!! R I AL ID - SINGLE 

38 

.50 

38.50 

CUANTITY OF 2 




10/30/COA5126177SUSCEPTIOIL1TY - MIC 

23 

.75 

23.75 

1 0 / 30/CO 8 1 70 5001 C T-ROGM TIME/QUARTER HOUR 

l c y 

.?G 

108.00 

IG/30/0C8172193GCT-PELVIS W/ CONTRAST 

9 74 

.00 

974.00 

1G/30/0G81741605CT-AF0 W/ CONTRAST 

1 ,106 

.00 

1 , 106.00 

10/30/GG75317370CLCNAZEPAM 0.5MG TALLET UD 

1 

.99 

1.99 

10/30/0075348409LEVSIN 0.125MG TAB 


.95 

.95 

10/30/0075399154ACETAMI.NOPHEN 325MG TABLET 2 


.20 

.20 

10/30/G075680460AMITR IPTYLINE 25MG TAB UD 


.95 

.95 

10/30/0075991623DICLOFENAC 7*5/10 TABLET UD 

3 

.31 

3.31 

10/30/G075991894MISQPRGSTOL 200MCG lA&LET 1.1 D 

3 

.76 

3.76 


PATIENT 
PORTION 


QUANTITY GF 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


I OUR LADY OF THE LA 

REGIONAL MEDICAL CE 

* P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Patient's Name . 


:NTV 


HOSPITAL 


PRINT ** - 
|R VICES 


KSA 


DEARIE. DENNIS M 


Jo/30/00 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON AL1 INQUIRIES AND CORRESPONDENCE 

FOR SILLING INFORMATION CALL BUSINESS OFFICE (EL) 


v Account Number 

016638070-0304 


I 


'Discharge 


'^Baling 
^tDate 


ii/14/00 


06/05/01 
PHONE 225/765-8872 


BILL TO 

DENNIS M OEARIE 
15431 RED MAPLE PL 
GREENWELL SPRINGS 


FEDERAL I.D. 72-0423651 

la 70 739-3530 ASI Hos P ital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

OEARIEf 


DENNIS M 


lAccountNBR . • > ™ 

0,16838070-0304 


063701 
CONTR 10 ML 


1C/31/C075000034DEX 
10/3 1/0075000661 OEX 


OF 


KCL 20MEQ 
3 


IBaJDale*. 
06/05/01 

posting - : r ri' r' y " ■■--^■■'Krrr^-r 

DATE REFNBR DESCRIPTION • ' 

10/30/004000 3 777 BEDS TOE KITS" 
10/3 1/0039200001 PRIVATE 
10/31/00819010 14MR I-PARAMAGNETIC 
10/31/G0750000160EX 5% 'A 100 ML 

QUANTITY 
5% H 250 ML 
5% NACL 0.453£ 
QUANTITY OF 
1C/31/G0 75000828DEX 5% W 50ML 

QUANTITY OF 
10/31/0075108431NAFCILLIN 2GM VIAL 

QUANTITY OF 
10/31/0075124156MEPERIDINE 50MG VIAL 

QUANTITY OF 
10/31/00 75124206MEPERIDINE 100MG/1ML 
10/31/00752439070ROPEKIDOL 2.5MG/ML 

QUANTITY OF 
10/3 1/0075 780001LEVOFLQXACIN 5 00MG 

QUANTITY OF 
10/31/0075780207PQTASSIUM CL RIDER 
10/31/0075U98874CEF0XITIN 1GM VIAL 

QUANTITY OF 
10/31 /00 75992469VAMC0MYCTN 1000MG VIAL 
1C/31/0040002344INSYTE NEEDLE 220 X 1" 
10/31/0040003790 IV START KIT 
10/31/0065004954PUTASSIUM-SERUM 
10/31/0065005456COMPREHENSIVE METABOLIC 
10/31/0065301115CUC WITH MANUAL OIFF 
10/31/0065305500SED RATE 

i0/31/0031901020MRI-TH0RACIC SPINE H/WO 
10/31/0081901022MRI-LUM8AR SPINE W/WO CONTRA 
10/3 1/00753001 86ACET AM INOPHEN 500MG CAPLETS 

QUANTITY OF 2 



INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 


8 

VIAL 
2ML AMP 
5 

IN D5W100 
2 

40MEQ/100 
MEFOXIN 
3 


PANE 


CONT 


13.25 
"390.00 
279.00 
121.55 

?!: 23.50 

> 127. 92 
73.68 
79.85 
72.00 

9.00 

5_3.?5 

V 158.40 

20.32 
69.69 

39.63 
3.35 
5.05 
. 36.25 
? 131.00 
57.00 
23.75 
2,420.00 
,L,877.00 
.40 


^^13.25 


■>-* ■ 


390.00 
279.00 


lpTl-21.55 

■ 23.50 
127.92 


73.68 

79.85 

"72.00 

9.00 
53.95 


§F';158.40 

- ' 20.32 
69.69 


39.63 
3.35 
5.05 
36.25 
131.00 
57.00 
23.75 
2,420.00 
1,877.00 
• .40 


: PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER |MQ| IRAMP F UAQ RPPM pi| pn 

P.O. Box 14790 Baton Rouge, Louisiana 70898 INbUHAINOt HAb BfcEN HLbU 


rH\ OUR LADY OF THE LAM 

^/regional medical cent^P 

• • P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patient's Name ~ 

DEARIE, DENNIS M 


HOSP ITAL^^RVICES 


Account Number 

016338070-0304 I 


Admission 
Date 

10/30/00 


Discharge 
Date 


Billing 
Date 


PIEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE' (EL) 


BILL TO 

OENNIS M DEARIE 

15431 RED tfAPLE PL 

GR6ENWELL SPRINGS LA 70739-3530 


COMPENSATION 


11/14/00 06/05/01 

PHONE 225/765-8372 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


C07 


INSURANCE BENEFITS ASSIGNED 


' Patient's Name 

OEARIEt 

■^POSTING 
DATE 


DENNIS H 


REF NBR 


i Account NBR 

qi5838070-0304 


iBHIDate 

I06/05/01 


Page No. 

3 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


DESCRIPTION 


TOTAL AMOUNT 


INSURANCE 
PORTION 


r0/3i/0075317370CL0.NAZEPAM 0.5MG TABLET UD "" 

1.99 

1.99 

10/31/0075343409LEVSIN C.125MG TAB 


.95 

10/31/0075399154ACETAHIN0PHEN 325MG TA8LET 2 

1 .60 

1.60 

quantity of a 



10/31/0075930460AHITRIPTYLIME 25MG TAS UO 

1 .90 

1.90 

QUANTITY OF 2 



10/31/0075991323DICLOF5NAC 75MG TABLET UD 

3.31 

3.31 

10/31/0075991394MIS0PR0ST0L 200MCG TABLET UD 

3.76 

3. 76 

QUANTITY OF 2 



11/01/0039200001PRIVATE 063701 

390.00 

390.00 

11/01/007500Q013DEX 1% A 100ML 

145.86 

145.36 

QUANTITY OF 6 



11/01/00750001820EXTRQSE 5% / MACL 0.4521 100 

39.97 

39.97 

QUANTITY OF 3 



11/01/0O7500O231SO0IUM CHLORIDE 0.92 150ML 

20-00 

20.00 

11/01/O075000661DEX 5X N ACL 0.45% KCL 20MEQ 

42.64 

42.64 

11/01/0075103431MAFCILLIM 2GM VIAL 

95.32 

95.32 

QUANTITY OF 6 



ll/0l/0075124206;iEPERI0IME 100MG/1ML VIAL 

o3.00 

63.00 

QUANTITY OF 7 



11/01/00 7523775QGeNTA/1IC IN 30MG/2HL VIAL 

24.00 

24.00 

OuANTITy OF 3 



11/01/0075243907CMCJPEKIQOL 2.5MG/ML 2 ML AMP 

64. 74 

64.74 

QUANTITY OF o 



ll/0i/0O752725OOPUrASSIUM CHLORIDE 40MEQ/20M 

24.00 

24.00 

QUANTITY OF 3 



11/01/0075730001LEVOFLOXACIN 500MG IN D5W100 

79.20 

79.20 

ll/0i/00757a020/P0TASS IUM CL RIDER 40MEQ/100 

20.32 

20.32 

11/01/0075992432FSNTANYL 25MCG/HR PATCH 1 FA 

25.33 

25.38 

11/0 1/0034 1000 15 I V-START/RE START 

32.00 

32.00 

11/01/00400000480RESSING, TE GA DE RM 2.33X2.75 

1.15 

1.15 

1 1/01/00400001 27SPQNGE t GAUZE 4X4 lO/PK 16PL 

2.00 

2.00 

11/01/0040000169TAPE 1" CLEAR 

3.10 

3.10 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


TOOUR LADY OF THE LAKE 

REGIONAL MEDICAL CENT^ HOSPITAL^f 


:PRINT '** - KSA 
^IRVICES 

• P.O. Box 14790 • Baton Rouge* LA 70898-4790 ''""j&C'Vj 1 !i >« ^--^V*" =' 

Patient's Name " • . T-Aecoum Number ' . ' " . i, -H ^EStai" V'* • *|BS5^e ' ^Baling"' . ' 

OEARIE, OENNIS M 016838070-0304 I ^O^OO "11/14/00 W05/01 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON All INQUIRIES AND CORRESPONDENCE 

FOR SILLING INFORMATION CALL BUSINESS OFFICE (EL J 1 PHONE 225/765-8872 

"SSmis m dearie FEDERAL I.D. 72,0423651 

15431 RED MAPLE PL u .. . ,_, _ . . _ _ , 

greenmell springs ha 7073^3530 S»l Hos P ,tal Has Private Rooms Only 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION C07 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

OCARIE, 

' POSTING 
DATE 


OENNIS M 


REF NBR 


I Account NBR 

0,16838070-0304 


106/05/01 


^PajeSoT^ 

4 


DESCRIPTION 


1 1701 /004000 1 058'K I T, CATHETE R DUA ^L^LUHeW * tt R 
11/OI/0040Q01597SET, 17 EXTENSION 7» 4438 
11/01/0040002344INSYTE NEEDLE 22G X 1" 
U/01/0040003790IV START KIT 
11/01/0040019459IV SET, PRIMARY W/0 FILTER 
11/01/0040061842ADAPTER, CLAVE MALE LL 

QUANTITY OF 3 
1 1/01/00520096231 V PUMP 2 CHANNEL 
11/01/0065004459MAGNESIUM-SERUM 
11/01/00A5005450METAB0LIC PANEL 
11/01/0065I07526CULT 3L000-R0UTINE ADULT 

QUANTITY OF 2 
11/01/00651203373ACTERIAL 10 - SINGLE 

QUANTITY OF 2 
11/G1/0065301105C3C WITH AUTO DIFF 
11/01/0080002074SINGLE VIEW CHEST 
11/01/0032000025MINOR PROCEDURE (RR) 

QUANTITY OF 55 
ll/01/0093402- : tl2ECHOCARDIOG«AM 
U/01/003200105aCARDlAC MONITOR UP TO 4 HRS 
ll/0l/00fJ20015530lSAMAP MONITOR 
H/01/0075317370CLarUZEPAH 0.5MG TABLET UD 
U/0 1/00753/*8409LEVSIN 0.125MG TAB 

QUANTITY OF 2 
U/'U/0075'?a0460ArtITR.IPTYLINE 25MG TAB UD 

QUANTITY OF 2 
11/01/0075991584LISIM0PRIL 10MG TA3LET UO 
11/01/0075Q91828DICL0FENAC 75MG TABLET UO 

QUANTITY OF 2 
11/01/0075991894MISOPROSTOL 200MCG TABLET UD 

QUANTITY OF 2 
11/02/0039200001PRIVATE 063701 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


PATIENT 
PORTION. 



48.50 

5.30 
3.35 
5.05 
10.00 
22.95 

57.00 
60.00 
124.00 
210.00 

38.50 

48.25 
87.00 
173.25 

238.00 
24.00 
24.00 
1.99 
1.90 

1.90 

2.15 
6.62 

3.76 

390.00 


P^-48.50 
" ' -5.30 


J&^."5.05 
•^■",:,10.00 


^ -22.95 

57.00 
60.00 
124.00 

-Tv:2l0.00 



38.50 

8^*8.25 
87.00 

Jv>i.73.25 

P' :: ;238.00 
^ 24.00 
.24.00 
v . 1.99 

1.90 

i.9o 


2.15 


W . .6.62 


3.76 
390.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



OUR LADY OF THE L 

REGIONAL. MEDICA 


HE LAKE 

L CENT^ 


**^|PRINT ** - KSA 
HOSPITALMRVICES 


P.O. Box 14790 • Baton Rouge • LA 70898-4790 


Patient's Name '• 


Account Number 


DEAR IE T- DENNIS M 


Admission 
Date 


Discharge 
Date 


Billing 
Date 


PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


016838070-0304 I 10/30/00 11/14/00 06/05/01 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 


BILL TO 

DENNIS M DEAR IE 

15431 RED MAPLE PL . A . . . ^ A ^ ^ , 

green well sprimgs la 70739-3530 Hospital Has Private Rooms Only 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


'PaUenrs'Name' ' 

DEARIE, DENNIS 


Account NBR - : 

C|l6838C70-0304 


P6/05/01 


I Page No. 
5 


^POSTING — 

; DATE. - • • REF NBR DESCRIPTION 

il/"02/6W5O00018DEX 5% W 1Q0ML 

QUANTITY OF 
11/02/0075000034DEX 53 W 250ML 
11/02/0075000182DEXTRGSE 5% / NACL 

QUANTITY OF 
11/02/0075108431NAFCILLIN 2GM VIAL 

QUANTITY OF 
11/02/0075 124206MEPER I DINE 100MG/1ML 

QUANTITY OF 
1 1/02/ 0075 243 90 7DR0PER IDOL 2.5MG/ML 


0.45% 100 

3 


6 

VIAL 
6 

2ML AMP 


QUANTITY OF 6 
11/02/0075272500POTASSIUM CHLORIDE 40MEQ/20M 

QUANTITY OF 4 
11/02/00757800C1LEVQFLOXACIN 500MG IN D5W100 
11/02/0075991932MEPERIDINE 10MG/ML IN NS 100 
11/02/0040001683SOD CHL .93 INJ 250ML 
11/02/0040019453IV SET* SECONDARY 
11/02/004001.94591 V SET » PRIMARY W/Q FILTFR 
ll/02/004C0d0219SET, PCA TUfilNG 
11/02/0052009623IV PUMP 2 CHANNEL 
11/02/0052060221PUMP ♦ PCA 
11/02/ 0065 00 5 450 METABOLIC PANEL 
11/0 2/006 501 60 73GENTAMICIN TROUGH- SERUM 
ll/02/0080006653AtiDOMEN FLAT ANQ ERECT 
ll/02/0075317370CLnNA2EPAM 0.5MC TABLET UD 
11/02/007534R409LEVSIN 0.125MG TAB 

QUANTITY OF 2 
11/02/0075960460AMITRIPTYLINE 25MG TAB UD 

QUANTITY OF 2 
11/02/0075981068HYDROCOOONE/ ACETAMINOPHEN 5/ 

QUANTITY OF 2 
11/02/0075991584LISIN0PRIL 10MG TABLET UD 


TOTAL AMOUNT 

145.36 

23.50 
89.97 

95.82 

54.00 

64.74 

32.00 


79 
63 
2 
5 
10 
33 
57 
72 
124 
66 

1 
1 


.20 
.50 
.55 
.75 
.00 
.50 
.00 
.00 
.00 
.00 
.00 
.99 
.90 


1.90 
5.00 
2.15 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


145.86 

23.50 
89.97 

95.32 

54.00 

64.74 

32.00 

79.20 
63.50 
2.55 
5.75 
10.00 
33.50 
57.00 
72.00 
124.00 
66.00 
215.00 
1 .99 
1.90 

1.90 

5.00 

2.15 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


(H\ OUR LADY OF THE LAM 

N^/regional medical cent^ 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patient's Name < 

DEARIE, DENNIS M 


**^eprint "** - KSA 


van 


HOSP IJAL^KRV ICES 


1 1*^ 


/Account Number 


016838070-0304 I 


if Admission? : 

W30/00 


PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


If Discharge " ; ; 
ppate -f - 

f 1/14/00 


fp6/05/01 


PHONE 225/765-8872 


BILL TO 

OENNIS M DEARIE 
15431 RED MAPLE PL 
GREEN WELL SPRINGS 


LA 70739-3530 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 


DEARIE, DENNIS H 


j Account NBR -r^^^TT^T^^jjjj^ppj^j^^- 

q 1 6 8 3 8 0 7 0-0 3 0 4 |o 6/05/0 1 | 1 6 ' 


TABLET UD 
3 

0637C1 


7 

0.45*. 
2 


IOC 


~ POSTING ■ ' "~ " ~ 'r--v-;r-----~- r ';;-- : ---- ~ -;- 

DATE REF NBR DESCRIPTION *.> : . ' ' : 

1 1 / 02/007599 10 2 8 D I C t OF E N AC 7 5 M G "t A B LE T 

QUANTITY OF 2 
11/02/007599189AHISOPR0STOL 200MCG 

QUANTITY OF 
11/03/0039200001PRIVATE 
11/03/00750000180EX 5% W 100ML 

QUANTITY OF 
11/03/0075000182DEXTRQSE 5% / NACL 

QUANTITY OF 
11/03/00751.08431NAFCILLIN 2GM VIAL 

QUANTITY OF 7 
11/03/OC752439070RCPERIDOL 2.5MG/ML 2ML AMP 
11/03/OC75272500P0TASSIUM CHLORIDE 40MEQ/20M 

QUANTITY OF 2 
11/03/0C75780001LEV0FL0XACIN 500MG IN D5H100 
11/03/0075808143HEPARIN 100 UNITS/ML 1CML VI 
11/03/0C40001969BASIN, EMESIS 
11/03/0C40019452IV SET, PRIMARY W/FILTER 
1 1/03/00520096231 V PUMP 2 CHANNEL 
11/03/0052060221PUMP, PCA 
1I/0 3/0065005450METABGLIC PANEL 
11/G3/0065107526CULT BLOOD-ROUTINE ADULT 

QUANTITY OF 2 
1 1 /03/00 7531 737QCL0NAZEP AM 0.5MG TABLET UD 
L 1 / 0 3 / 0 G 7 5 3 4 8 40 9L E V 5 1 N 0.125MG TAB 

QUANTITY OF 2 
11/03/0075980460AMITRIPTYLINE 25MG TA8 

QUANTITY OF 2 
11/03/G075991584LISINOPRIL 10MG TABLET 

1 1/03/00759918280icl0fenac 75mg 71ablet 

quantity of 2 

11/o3/0075991094mis0pr0stol 200mcg tablet 

quantity of 2 


iTiPTAiffAMbUNTM? 


6.62 


5i64 


UD. 

UD 
UD 


UD 


^> -390 .00 

li£;X70.i7 
'59.98 


111.79 

;- v 1.0.79 
: 1,6.00 

79.20 
8.00 

. .85 

'. : 57.00 
72.00 
124.00 
210.00 

1..99 
1.90 

.1.90 

2. 15 
6.62 


3*76 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


§^f INSURANCE : ?Tf^p5-|WIENr* 

^ : ^PORrnON^^I|#4^;PORTION: 


fc.x-;.5.64 

.'^'v 390. 00 
^70.17 


59.98 
111.79 


10.79 
1.6. 00 


1|#&9.20 
iK.Ji.OO 

5%;:-- .85 

P-P15..00 
fe*~57.00 
- 72.00 
: 124. OC 
210.00 


1.99 
1.90 

1.90 


7 ' 2.15 
6.62 


3.76 


PI 

IP 


ft":- 


SIS 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


® 


Patient's Name 


OUR LADY OF THE L 

REGIONAL MEDICAL C EN 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 



**^PRINT ** - KSA 
HOSPITAL^iRVICES 


Account Number 


Admission 
Date 


"Discharge 


Billing 


DEARIE t DENNIS h 

PU^RER^ TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS rt DEARIE 
15431 RED MAPLE PL 
;GREEN WELL SPRINGS LA 70739-3530 


016838070-0304 I 10/30/00 11/14/00 06/05/01 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


'Patient's Name 

DEARIE, 


DENNIS M 


i Account NBR 

qi6P:>8070-0304 


.BtD Date 

I06/05/01 


Page No. 

7 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


0.45?^ 100 
3 

150ML 


W POSTING : "^r-TT? : • • - . — • .. - 

. { DATE . REF NBR DESCRIPTION 

11 /0 4/0 0 3 9 20 00 0 1 P R I V A T E ~ 063701 

ll/04/00750C00160tX 5% W 10CML 

QUANTITY OF 0 
11/04/0075000182DEXTROSE 5% / NACL 

- QUANTITY OF 
11/04/0075C00281S0DIUM CHLORIDE 0.9% 
11/04/0075108431NAFCILLIN 2GM VIAL 

QUANTITY OF 8 
11/04/0075237750GENTAMICIN 80MG/2ML VIAL 

QUANTITY OF 3 
U/04/0075243907DROPERIDOL 2.5MG/ML 2ML AMP 
11/04/0075272500P0TASSIUM CHLORIDE 40MEQ/20M 

QUANTITY OF 3 
11/04/0075780001LEVGFLOXACIN 500HG IN D5W100 
ll/04/0075991'932MEPERIDIME 10MG/ML IN NS 100 
11/04/0075992484FENTANYL 50MCG/HR PATCH 1 EA 
ll/04/0040003831SUaCLAVIAN DRESSING KITS 
11/04/0052009623TV PUMP 2 CHANNEL 
ll/04/0052060221PUMP t PCA - 
11/04/006500545CMETABGLIC PANEL 
11/04/00653C1105CE1C WITH AUTO OIFF 
ll/04/007531737CCLr.)NAZFPAM 0.5MG TABLET UD 
11/04/0075 34 8409LEVS IN 0.125MG TAB 

QUANTITY OF 2 
11/04/0075930460AHITRIPTYLINE 25MG TAB UO 

QUANTITY OF 2 
11/04/0075991584LISIMIJPRIL 10MG TABLET UD 
11/04/0075991328DICLOFENAC 75MG TAflLET UD 

QUANTITY OF 2 
11/04/0075991894MISOPKOSTOL 200MCG TABLET UD 
1 1/05/003920000 1 PR I V ATE 063701 
11/05/0075000018UEX 5% vi 1QGML 

QUANTITY OF t> 


INSURANCE 


TOTAL AMOUNT 
390.00 

194.46 

PORTION 

390.00 
194.48 

89.97 

89.97 

20.00 
127.76 

20.00 
127.76 

24.00 

24.00 

10.79 
24.00 

10.79 
24.00 

79.20 
63.50 
38.05 
11.75 
57.00 
72.00 
12^.00 
48.2 5 
1 . 99 
1 .90 

79.20 
63.50 
38.05 
11.75 
57.00 
72.00 
124.00 
48.25 
1.99 
1.90 

1 .90 

1.90 

2.15 
6.62 

2.15 
6.62 

1 .88 

390.00 
145.86 

1.88 
390.00 
145.86 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



I OUR LADY OF THE LAM 

_ REGIONAL MEDICAL CEN^ 1 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 

PaBenf s Name 

DEARIE, DENNIS M 


**^HPRINT '+* - KSA 
RVICES 



HOSPIXAl 

i-. Account Number '". A - . '. SSSon % !i ' '.i BSSarm* 

-V-: ."■ . :3V|ba» ^«J|F-!, ; '.- Spate . y -v * •'. jfeoaie" • . 

016838070-0304 I io/30/00 lf/iA/00 06/05/01 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENtfE LL SPRING S LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

dearie, 


DENNIS M 


I Account NBR r ^? 

qi6838070-030A 


POSTING ' ":^r : ■ m;rrn .-r r}1 

DATE REF NBR , DESCRIPTION .* ; v 

11/05/00750001820EXTROSE 5% / NACL 0.45* 

QUANTITY OF 2 
11/05/0O75000281S0DIUM CHLORIDE 0.9% 150ML 
11/05/0075103431NAFCILLIN 2GM VIAL 

QUANTITY OF 
11/05/0O75237750GE.NTAMICIN 80MG/2ML 

QUANTITY OF 
11/05/00752439070ROPERIDOL 2.5MG/ML 
I 1/05/0O75272500P0TASS IUM CHLORIDE 



6 

VIAL 
3 

2ML AMP 
40MEQ/20M 


QUANTITY OF 2 
11/05/Q075780001LEVOFL0XACIN 500MG IN 05W100 
M/05/00758081A3HEPARIN 100 UNITS/ML 10ML VI 
11/05/0075991932MEPERIDINE 10MG/ML IN NS 100 
11/05/0052009623IV PUMP 2 CHANNEL 
11/05/0O52060221PUMP, PCA 
11/05/OC65301115CSC WITH MANUAL DIFF 
11/05/0075317370CL0NAZEPAM 0.5MG TABLET UD 
11/05/0075348409LEVSIN 0.125MG TAB 

QUANT-ITY QF 2 
U/O t 3/0075399154ACETAMINOPHEN 325MG TABLET 2 

QUANTITY OF 6 
11/05/0075980460AHITRIPTYLINE 25MG TAB UD 

QUANTITY OF 2 
1 l/C5/O075991584LISINaPRIL 10MG TABLET UD 

QUANTITY OF 2 
li/05/00759918230ICLOFENAC 75MG TABLET UD 

- - - QUANTITY OF 2 
11/06/0039200001PRIVATE 063701 
11/06/0001901014MRI-PARAMAGNETIC CONTR 10 ML 
11/06/0075000018DEX 5% W 1 OOML 

QUANTITY OF 6 
11/06/0075000182DEXTRQSE 5% / NACL 0.45% 100 

QUANTITY OF 2 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


L0.79 

16.00: 

7.9.20 
8.00 
63.50 
57. ,00 
72.00 
57.00 
1.99 
"1.90 

1.20 

1.90 

4.30 

6.62 


390.00 
279.00 
1.45.86 

59.98 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 

CINSURANCE : "5^?^^ PATIENT' T^T" 

f^'59.98 


; 20.00 

% 24.00 

10.79 
16.00 

!P&-,79.20 

|fa 8 - 00 

» -'63.50 
57.00 
72.00 

j^fl57.00 

1 -^O 
1.20 



1.90 


4.30 


6.62 


W 390.00 
/ 279.00 
145.86 


59*98 


INSURANCE HAS BEEN FILED 



OUR LADY OF THE L 

REGIONAL MEDICAL CEN 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 


AM 


HOSPITA 


EPRINT «* - 
RVICES 


KSA 


Patient's Name \ 


Admission 
Date 


. Account Number 

DEARIE, OENNIS M 016838070-0304 I 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE {EL ) 


Discharge 
Oata 


Date 


10/30/00 11/14/00 06/05/01 

PHONE 225/765-8872 


BILL TO 

DENNIS M DEARIE 
1543L REO MAPLE PL 
GREEN WELL SPRINGS 


LA 70739-3530 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Pattern's Name 

DEARIE, 


DENNIS M 


d Account NBR 
16838070-0304 


■BUI Date 

|06/05/01 


.Page No. 
9 


*i POSTING . ■■—r-------- : r- . 

:? DATE •■ REF NBR DESCRIPTION ■ 

11706/0075000281 SODIUM CHLORIDE ' 0.9% 150ML" ~ 
11/06/0075108431NAFCTLLIN 2GM VIAL 

QUANTITY OF 6 
ll/06/0075237750G£NTAHICIN 30MG/2ML VIAL 

QUANTITY OF 3 
11/06/0075272500P0TASSIUM CHLORIDE 40HEQ/2CM 

QUANTITY OF 2 
11/06/0075808143HEPARIN 100 UNITS/ML 10ML VI 
ll/06/007599243^FENTANYL 50MCG/HR PATCH 1 EA 
11/06/00A0OO0169TAPE 1" CLEAR 
11/Q6/0040019452IV SET, PRIMARY W/FILTER 
11/06/0040019453IV SET, SECONDARY 
1 1/06/00520096231 V PUMP 2 CHANNEL 
11/06/0052060221PUMP , .PCA 

11/06/0081901022MRI-LUM3AR SPINE W/WO CONTRA 
11/06/0075317370CL0NAZEPAM 0.5MG TA8L5£T UD 
11/06/0075348409LEVSIN 0.125MG TA8 

QUANTITY OF 2 
1 1/06/00753991 54ACET AM I NQPHEN 325MG TABLET 2 

QUANTITY OF 
H/06/0075 ,: >60460AMirRIPTYLrME 25MG TAB UO 

QUANTITY OF 2 
11/06/0075991584LISINOPRIL 10 MG TABLET UD 

QUANTITY OF 2 
11/06/0075991 32-30 I CLOFENAC 75MG TABLET UO 

QUANTITY QF 2 
11/06/0075991894MI50PROSTOL 200MCG TA3LET UO 

QUANTITY OF 2 
11/07/0039200001 PRIVATE 063 701 

1 1/07/0 J750000180EX 552 W 100ML 

QUANTITY OF o 
11/07/00750001820EXTR0SE 53 / NACL 0*452 100 

QUANTITY UF 3 


TOTAL AMOUNT 

20.00 
95.32 

24.00 

16.00 

8.00 
38.05 

3.10 
15.00 

5.75 
57.00 
72.00 
1 ,877.00 

1.99 

1.90 

.80 

1 ,oo 

4 • 3 0 

6.62 

3.76 

390.00 
145.36 

89.9/ 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

20.00 

95.32 
24.00 
16.00 

8.00 
38.05 

3.10 
15.00 

5.75 
57.00 
72.00 
1,877.00 

1.99 

1.90 

.30 

1.90 

4. 30 

6.62 

3. 76 

390.00 
145.36 

89.97 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


(B\ OUR LADY OF THE LA]& 

\£<S/ REGIONAL MEDICAL CENT^P 

* P.O. Box 1 4790 . Baton Rouge • LA 70898-4790 

Patient's Name - ^ 

DEARIE, DENNIS M 



PRINT ■**>."KSA 
RV ICES ! 


PL£ASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


t * ^ jfl^tf ^Admission - v^gDachafga. T wj Billing * 

'.•■V. BOate ;. 

'00 06/05/01 

PHONE 225/765-8872 


< Account Number 

0 1 683 8070-0304 I 


BILL TO 

DENNIS M DEARIE 

15431 RED, MAPLE PL 

GREEN WELL SPRINGS LA 70739-3530 


FEDERAL I D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


"150 ML 


INSURANCE BENEFITS ASSIGNED 

Patient's Name - — ^-7- - r r - - — . 

DEARIEt DENNIS M 

' .POSTING ' -vrT -.rrr':-7^^:'-7^~'^-~~r- 
DATE REFNBR • * DESCRIPTION 

11 /07/0075000 281 SlOti IUM CHLOR I DE "Iffiff 
1 1/07/0075 108V31NAFCILLIN 2GM VIAL 

QUANTITY OF 6 
11/07/0075124156MEPERIDINE 50MG VIAL 
11/07/0075237750GENTAMICIN 80MG/2ML VIAL 

QUANTITY OF 3 
11/07/0075243907DR0PERID0L 2.-5MG/ML 2 ML AMP 
11/O7/0075272500POTASSIUM CHLORIDE 40MEQ/20M 

QUANTITY OF 3 
11/07/0075991932MEPERIOINE 10MG/ML IN NS 100 
11/07/0075992488FENTANYL 100MCG/HR PATCH 1 E 
11/0 7/00400G3831SU9CLAVIAN DRESSING KITS 
11/O7/0O52009623IV PUMP 2 CHANNEL 
11/07/0052060221PUMP,, PCA 
1 1/07/0065301 105 CBC WITH AUTO OIFF 
11/07/Q065305500SEO RATE 

11/07/0075317370CLONAZEPAM 0.5MG TABLET UD 
il/07/0075348409LEVSIN 0.125MG TAB 

QUANTITY OF 2 
11/0 7/Q075980460AMITRIPTYLINE 2 5MG TAB 

QUANTITY OF 2 
11/07/0075Q91584LISIN0PRIL 10MG TABLET 



UD 


UD 


2 


QUANTITY OF 
1 l/07/0075991894MISaPRQST0L 200MCG 

QUANTITY OF 
11/0*)/ 003 920000 IP R I VATE 
11/08/0075000018DEX 5% A 100ML 

QUANTITY OF 
11/03/0075000182DEXTROSE 5% / NACL 

QUANTITY OF 
1 1/0'J/0075000231SODIUM CHLORIDE 0.9% 
11/03/0075108431NAFCILLIN 2GM VIAL 

QUANTITY OF 5 


TABLET UO 
2 

063701 


5 

0.45% 

2 

150ML 


100 


20.00 

' 95.82 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


: PATIENT 
PORTION 


9.00 

pr.> ! ;24.-oo' 

Yj>> 10.79 
24.00 

63.50 
72.42 
.. 11.-75 
57.00 
72.00 
48.25 
_ _ 23.75 

,. ';• 1-99 
^r^' T-^o. 

1.190 

; 4.30 

3.76 

390.00 
=y£ L21/.55 

59.98 

20.00 

*-.¥■ - 79. 85 


INSURANCE.' 

p^2076o~ 

*£*S^9.00 
^• r " : 24.00 

- ^ - 

\10.79 
24.00 

63.50 
72.42 
11.75 
57.00 

""^48.25 
^23.75- 


-•A". 


1.99 

r.9o 


1.90 


^•v;>T--.4.30 

Mi'-..*-*.* ■ . • U - 

v 3.76 


ci -. ,390.00 
pyl'21..55 

r : 59.98 

20.00 

. 'jgst:19 .85 


•-=7 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


, OUR LADY OF THE L 


REGIONAL MEDICAI 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 


HLELAKE 

L CENl^ 


+*^EPRINT ** - KSA 
HOSPITALMRVICES 


Patient* 8 Name; ' „ , , : 

DEARIE t DENNIS M 

PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORM AT ION CALL BUSINESS OFFICE I EL) 


Account Number Admission ' 'Discharge ' Billing 

Date ~Date Date 

016833070-0304 I 10/30/00 1.1/14/00 06/05/01 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWELL SPRINGS LA - 70739-3530 


COMPENSATION 


CO 7 


PHONE 225/765-3872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


s Name - 

DEARIE, 


OENNIS M 


I Account NBR 

qi6838070-03OA 


iBfflDate 

106/05/01 


.Page No. 

11 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


^POSTING ■' :5-r^77 - •••• . - ._...,, v . 

DATE' . - f ": 7REFNBR ' DESCRIPTION 

1 1 / 0 8/ 00 7 5 2 3 7 7 50 G E N T A M I C I N 3CMG/2HL VI AL 

QUANTITY OF 3 
11/08/007527250CPOTAS5IUM CHLORIDE 40MEQ/20M 

QUANTITY OF 2 
U/08/0075808143HEPARIN 100 UNITS/ML 10ML VI 
11/08/004C003831SUBCLAVIAN DRESSING KITS 
11/08/0040019452IV SET, PRIMARY W/FILTER 
11/08/00520C9623IV PUMP 2 CHANNEL 
11/08/C052060221PUMP, PCA 
I1/08/0075300202RIFAMPIN 30OMG CAP 

QUANTITY OF 2 
11/08/0075317370CLQNAZEPAM C.5MG TABLET UO 
11/08/00753A8409LEVSIN 0.125M.G TAB 

QUANTITY OF 2 
11/08/0075980460AMITRIPTYLINE 25MG TAB UO 

QUANTITY OF 2 
ll/0a/0075991828DICLOFE.NAC 75MG TABLET UD 
11/08/0075991894* I SOPROSTGL 2O0MCG TABLET UO 
11/09/00392000C1PRIVATE - 063701 
11/09/G075000018DEX 5% W 100ML 

quantity of 7 
1.1/09/00750c0281sudium chloride 0.9?^ 150ml 
11/09/0075108431nafcillin 2gm vial 

Quantity gf 7 
11/09/c07523775cgentamicin 80mg/2ml vlal 

quantity of 3 
11/09/00752439070r0peri00l 2.5mg/ml 2ml amp 

cuantity of 2 
11/09/0075808143heparin 100 units/ml 1cml vi 


INSURANCE 


11/09/C075991932MEPERIDIME 1CMG/ML IN NS 
11/09/0040019A52IV SET, PRIMARY W/FILTER 
11/09/00520096231 V PUMP 2 CHANNEL 
11/O9/00.52060221PUMP, PCA 


100 


TOTAL AMOUNT" 

PORTION 

" 24.00 

24.00 

16.00 

16.00 

R.OO 

8.00 

11.75 

11.75 

15.00 

15.00 

57.00 

57.00 

72.00 

72.00 

10.72 

10.72 

1.99 

1.99 

1.90 

1.90 

1.90 

1.90 

3.31 

3.31 

1.86 

1.88 

390.00 

390.00 

170.17 

170.17 

20.00 

20.00 

111.79 

111.79 

2^.00. 

24.00 

21.58 

21.58 

8.00 

8.00 

63.50 

63.50 

15.00 

15.00 

57.00 

57.00 

72.00: . 

72.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


i OUR LADY OF THE Li 


.AM 

REGIONAL MEDICAL CENll^ 

. P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patienfs Name : - ; * 

DEARIE, DENNIS M 



KSA 


•4 Account Number 

016838070-0304 


HQ SP ITAIM: RV ICES 
r EO/30/00 ll/lA/00 


PLEASE REFER TO PATENTS NAME AN0 ACCOUNT NUMBER ON AaNOJmO AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL 


BUSINESS OFFICE (EL) 


ELDate 

'06/05/01 


BILL TO 

DENNIS M DEARIE 

15431. RED MAPLE PL J. - - 

GREENWELL SPRINGS: LA 70739-3530 #1 


COMPENSATION 


C07 


PHONE 225/765-8872 

FEDERAL I.D. 72.-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


1 6838070-0304 |0 6/05/0 1. 12 


ADULT 
2 


UD 


Patienfs Name 

DEARIE, DENNIS M 

posting .•v^r^ss 

DATE REF'NBR ? : ••. DESCRIPTION 

ll/09/Q065005450MtTABOLlC ia PA^iEL 
11/09/0065107526CULT BLOOD-ROUT I NE 

QUANTITY OF 
11/09/OC65301105CBC WITH AUTO OIFF 
11/09/0075300202RIFAMPIN 300MG CAP 

QUANTITY OF 2 
11/09/0C7531737OCLONAZEPAM 0.5MG TABLET 
11/09/0C75348409LEV.SIN 0.125MG TAB 

QUANTITY OF 2 
11/09/0075980460AMITRIPTYLINE 25MG TAB 

QUANTITY OF 2 
11/09/0075991584LISIN0PRIL 10MG TABLET 

QUANTITY OF 2 
11/09/0075991828DICLOFENAC 75MG TABLET 

: QUANTITY OF 
11/0 9/0075991 894M I SOPROSTOL 200MCG 

QUANTITY OF 
11/10/0039200001PRIVATE 
11/10/OC75000018DEX 5% W 106ML 

QUANTITY OF 6 
11/10/0075000182DEXTR0SE 5* / NACL 0.45% 100 
11/19/0075000281SODIUH CHLORIDE 0.9% 150ML 
11/10/0075100057FE^TANYL 0.05MG/ML 5ML AMP 
1 1/10/0075100431NAFCILLIN 2GM VIAL 

QUANTITY OF 6 
11/10/0075203034LID0CAINE 2% (100MG/5ML> 5ML 
11/10/0075237750GENTAMICTN 80MG/2ML VIAL 

QUANTITY OF 3 
U/10/0075243907DROPERIDOL 2.5MG/ML 2ML AMP 
11/10/0075272500POTASSIUM CHLORIDE 40MFQ/20M 
U/10/0O75279869METOCLOPRAMIDE 10MG/2ML VIAL 
11/10/0075992358S0DIUM CHLORIDE .92 SDV 20ML 
11/10/0075992512MIDAZOLAM IMG/ML 2ML MDV 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 



INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 


UD 


UD 
UD 
UD 

2 

TABLET 
2 

063701 


tTOTAJMMOyjS 

^il 24^00 
210.00 

•« 48.25 
^- '10.72 

''J>< 1.99 
I.-90 

; 1.90 

4.30 

' ,6.62 

. .^ i - 3 « -76 

~ 3^ 390.00 
145.86. 

29. .99 
.20.00 
•' 9 ..00 
95.82 

8.00 

4 r 24. ,00 

10. 79 
_ _ 8.00 
: 8.00 

*«..•-:• 8.00 

li^oi; 


^PATIENT* 


[INSURANCE^ 

& 

-.i^t.00 
||p21X).00 

^48.25 

H*?'.10.72 

1.99 



'■ ■ ■ 

V390.00 
?I45.86 

29 .,9 9 


20.00 
te: : \< :9.00 


.8.00 
24„00 

10.79 
8.00 
- 8.00 
u. 8.00 
LI. 01 


w 

f 



f.yy 


life 

ft-'' 

mm 


INSURANCE HAS BEEN FILED 


i OUR LADY OF THE L 


HE LAKE 

REGIONAL MEDICAL CEN"^ 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 

MEARI-EV' DENNIS M 


HOSPITA 



EPRINT ** - KSA 
RVICES 


Account Number 

016838070-0304 I 


^Admission 
Date 

10/30/00 


' Discharge 
Date 


'; Billing 
Date 


PIEA8E REFERTO RKT1ENTO NAME AW ACCOUNT NUMBER ON All VK3UIHS 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 
BILL TO 

DENNIS H OEARIE 
si. -15A31 RED MAPLE PL 
^GREENWELL SPR I NGS LA 70739-3530 


11/14/00 06/05/01 
PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

. Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


DEARIE, DENNIS M 


;.REF.NBR 


I Account NBR . ' '." , " rr 

qi6838070-030A 


E""lOalB 
6/05/01 


13 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 


^DATE.;...^^^, 

1 ITfo^O 075 99 2 523 O'NDA NSETRON 


DESCRIPTION, ;.-,- ,; . ..• •• • 

2NG/ML "( 1 ML CHAR 
11/10/0075992582PROPOFOL 10MG/ML IV EMULSION 
U/10/00400000480RESSING, TEGAOERM 2.38X2.75 
11/10/00400000490RE5SING» TEGAOERM 4"X4 M 
11/10/0040000146SPONGE, DRESS SOF-WICK 4X4 
U/10/004000015GSPONGE, SURGICAL 4X8 
11/10/0040000303POSITIONER, OONUT AID 
11/10/0040000342POSITIONER, PROTECTOR ELBOW 
11/10/004O0O1269GL0VE, ULTRADERM BROWN 6.5 
11/10/0040001271GL0VE, ULTRADERM BROWN 7.5 
11/10/0040001663LACTATEO RINGERS INJ USP 100 
11/1 0/00 40001 710 SOLUTION* IRRIGATE N/S BT 500 
11/10/0040001841PAD, ELECTRODE RETURN ADULT 
11/10/0040002273VASELINE JELLY 1 OZ TUBE 
11/10/0040002784SUTURE, ETHILON 2 LR-LR 75CM 
.11/10/0040003831SU3CLAVIAN ORESSING KITS 
11/10/0040003838 INSTRUMENT SET 01 SPQSA3LE 
Ll/10/0040006457SaLUTION, DURAPREP 
11/10/0040009921PACK, MAJOR- SURGERY 
11/10/0040019453IV SET* SECONOARY 
11/10/0040019502GLOVE, 8I0GEL WHITE 7 

QUANTITY OF 2 
U/10/0040019628CATH, HICKMAN SINGLE LUMFN 9 
11/10/0040025438MONOCRYL 4-0 PS-2 
11/10/004005035980VIE OR VAL LAB 
11/10/00400592540RAPE* LAP VHA+ 
11/10/0040061842A0APTER, CLAVE MALE LL 
11/10/0050016841SENS0R GUARO 3ANDAGE , ADULT 
11/10/0050025497FLEXISENS0R* ADULT 
11/10/00520096231 V PUMP 2 CHANNEL 
11/10/0052060221PUMP, PCA 
11/10/0080002074SINGLE VIEW CHEST 
11/10/0080009806FLUOROSCOPY GREATER THAN 1 


TOTAL AMOUNT 


.INSURANCE 
PORTION 


H 


57*18 

57.18 

31.38 

31.38 

1.15 

1.15 

3.60 

3.60 

.85 

.85 

77.00 

77.00 

3.55 


8.45 

8.45 

7.90 

7.90 

. 7.95 

7.95 

3.35 

3.35 

3.40 

3.40 

11.50 

11.50 

2.60 

2.60 

11.25 

11.25 

11.75 

11.75 

19.75 

19.75 

21.00 

21.00 

86.00 

86.00 

5.75 

5.75 

13.20 

13.20 

106.00 

106.00 

14.50 

14.50 

9.45 

9.45 

23.25 

23.25 

7.65 

7.65 

5.30 

5.30 

6.00 

6.00 

57.00 

57.00 

72.00 

72.00 

87.00 

87.00 

196. OQ . 

396.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 




(OUR LADY OF THE L 

REGIONAL MEDICAL CEN 

■ P.O. Box 1 4790 • Baton Rouge • LA 70898-4790 

Pattern's Name' \ ^l^H/Z '^i'.'t' - 

DEARIE, DENNIS M ^ 

H£ASE REFER TO BOOT'S NAME MID ACCOUNT NUMBS! ON AIL INQUI^ AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL 

BILL TO 

DENNIS M DEARIE 
15431. RED MAPLE PL 


:0 16838070-0304 I! fgffiO/OO ' .|§|gL*/00 |>6/ 05/01 

BUSINESS OFFICE (EL) PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms,Only 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patient's Name ' 


ocarie, oennis m 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 



"POSTING , -' " XlWy ft ^'W -h 
DATE REE NBR i ' DESCRIPTION „ ^ 

ii/io/ooTo"d'66i)t)7s1fRtE'R''y ISiWftt't^*** 1 ^- ■ 

y V quantity of 47 

11/10/0050000782ANES. MONITORING CHARGE 
11/10/0040055967SHEATH, 10-12 FR, PEEL AWAY 
U/10/0082000021RECOVERY ROOM MINUTES-2 

W-' QUANTITY OF 50 
ll/10/OOa2001058CARDIAC MONITOR UP TO 4 HRS 
11/10/00320015530INAMAP MONITOR 
11/10/0075300202RIFAMPIN 300MG CAP . V?'.'. > 
11/10/0075317370CL0NAZEPAM 0.5MG TABLET UD , 
11/10/0075348409LEVSIN 0.125MG TAB 

■ • QUANTITY OF 2 
1 1/10/ 00 75399 154 ACE T AM I NOP HEN 325MG TABLET 2 

», QUANTITY OF 2 
11/10/0075980460AMITRIPTYLINE 25MG TAB UO 

^ -QUANTITY OF _ 2 
11/10/0075991584LISINOPRIL 10MG TABLET UD 

' ■ - ['$.■ -QUANTITY OF : . 2 
11/1 0/00 759918280 1 CLOFENAC '75MG TABLET UD ^ 

:> \ QUANTITY OF 2 
1 1/10/00 75991894MIS0PR0ST0L 200MCG TABLET UD 
11/11/0039200001PRIVATE 063701 
11/11/00750000180EX 5% W 100ML 

QUANTITY OF 
11/11/0075000182DEXTR0SE 538 / NACL 
11/11/0075000281SODIUM CHLORIDE 
11/1 1/00 75108431NAFCILLIN 2GM VIAL ^ 

QUANTITY OF « 6 
11/11/0075237750GENTAMICIN 80MG/2ML VI AL 

QUANTITY OF '3 
11/11/0075243907DR0PERI00L 2.5MG/ML 2 ML AMP 

QUANTITY OF 2 
11/1 1/0075 272500P0TASSIUM CHLORIDE 40MEQ/20M 


ETQTAbAMOl tK 

,f#^40^00 

; 251 .00 
t . 112.00 

^^225'.b0" 

Wtv.frjs- ■ ■•- 
p< 24.00 

f" 24.00 

; 5.36 

v.. • I. .99 

1..90' 

— v- .40 

■i.....:r :-; l =-ti 

" • MSL-90 


PATIENT" 


' V 1.88 
,390.00 


.^L^.1:45V86.- 


0.9% 


0.45% 100 
150 ML 


2.9.99 
-20.00 
95..S 2. 

^24-.00 

"?/-7.rii»58 


8.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 



INSURANCE HAS BEEN FILED 



HGSPITAI^IkviCES 


, OUR LADY OF THE LAM 

_ REGIONAL MEDICAL CEN^/ 

^';/.;^): Box 14790 • Baton Rouge • LA 70898-4790 

PlfASE REFER TO FAUST'S NAME AND ACCOUNT NUMBER ON MI IMQUIMESANDCOHFESPONDBee 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


♦♦REPRINT ** - KSA 


1% Account Number 


' Admission 
- Date 


^Discharge 
vDate 


^Billing 
> Date 


BILL TO 

DENNIS M DEARIE 
j-: 15431 RED MAPLE PL , . 

H^fcEENttE'LL SPRINGS LA: 70739-3530 


016838070-0304 I 10/30/00 11/14/00 06/05/01 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


^Patient's Name 

> DEARI E» 

SOSTING" 
tOATE-' 


DENNIS M 


NBR 


16838070-0304 


iBiQDate .Page No. 

106/05/01 | 15 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


|£refnbr: 


DESCRIPTION 


1/0075991932MEPERIDINE 10MG/ML IN NS 100" 
11/11/00400000480RESSING, TEGAOERM 2.38X2.75 
11/11/0040002202ST0CKING, TED HOSE LARGE/REG 
11/11/0040003831SUBCLAVIAN DRESSING KITS 
T1/11/0040019452IV SET, PRIMARY W/FILTER 

QUANTITY OF 2 
fl/l 1/00400194531 V SET, SECONDARY 
I1/11/0052009623IV PUMP 2 CHANNEL 
ti/ll/0052060221PUMP, PCA 
U/11/0077001469PT EVALUATION 
11/11/0075300202RIFAMPIN 300MG CAP 

v QUANTITY OF .2 

I1/11/C075317370CLONAZEPAM 0.5MG TABLET UD 
11/U/0075348409LEVSTN 0.125MG TAB 
;1 1 / 1 1 /00 75 399 154 ACET AM I.N0PHE N 325MG TABLET 2 

SiTl.' ' %■:■-'■■ .•.••.••quantity of 2 

I1/11/0075980460AMITRIPTYLINE 25MG TAB UD 
wi'l. • ' £>-:•.-•• --.I QUANTITY OF 2 

11/ 1 1/00759915 84L I S I NOP R I L riOKG TABLET UD 
■/■: QUANTITY OF 16 

11/U/0075991828DICLCFENAC 75MG TABLET UO 
L1/11/0075991894MIS0PR0ST0L 200MCG TABLET UD 
'*}■,...'■! ??' y \ ''■ QUANTITY OF 2 

11/12/0039200001PRIVATE 063701 
11/12/0075000018DEX 5% W 100ML 

QUANTITY OF 6 
ii/12/0075000182DEXTROSE 5°A / NACL 0.45fc 100 
11/12/0075000281SODIUM CHLORIDE 0,9% 150ML 
I1/12/0075108431NAFCILLIN 2GM VIAL 

QUANTITY OF 6 
11/12/O075237750GENTAMICIN 80MG/2ML VIAL 

QUANTITY OF 3 


. TOTAL AMOUNT 


"INSURANCE 
PORTION 


PATIENT 
PORTION 


63.50 

V 63.50 


1.15 

1.15 


25.75 

25.75 


11 .75 

11.75 


30.00 

30.00 


5.75 

5.75 


57.00 

57.00 


72.00 

72.00 


172.00 

172.00 


10.72 

10.72 


1.99 

1.99 


.95 

■;V , .95 

Hi*, 

.40 

.40 

% 

1.90 

; i-^o 

•a-'.;' 

34.40 

34.40 


3.31 

- 3.31 


3.76 

■ 3.76 


390.00 

390.00 

1 

145.86 

145.86 


29.99 

29.99 


20.00 

20.00 


95.82 

95.82 


24.00 

24.00 



OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



COMPENSATION 


C07 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach ano return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREOIT 


INSURANCE BENEFITS ASSIGNED 


21.58 



.8-00 
i?" fl.75 
57.00 
£ 72.00 


DEARIE, DENNIS M 1 : ''Alb63B07(^idfo<'' r m/^7bl^lt^ 

n-posmm*:7 ^m mki ^ . y —„.. . .„,. - 

'•DATE ;^ t f.:^RB?NBR- :^^p3ESCRIPT10N 

n/12/0#75^ 

# ; QUANTITY OF 2 
11/12/0075272500P0TASSIUM CHLORIDE 40MEQ/20M 
11/12/0040003831SUBCLAVIAN DRESSING KITS 
1 1/1 2/00520096231 V. PUMP 2 CHANNEL 
11/12/0052060221PUMP, PCA 
11/12/0075300202RIFAMPIN 300 HG CAP 

n QUANTITY OF 3 
11/1 2/007531 7370CL0NAZEP AM 0.5MG TABLET UD 
11/12/00753A8409LEVSIN 0.125MG TAB 

; ; > f QUANTITY OF ' 2 
11/12/0075399154ACETAMIN0PHEN 325MG TABLET 2 

: v /QUANTITY OF 3 
11/12/007598046PAMI.TRIPTYLINE 25MG TAB UD ~" 

®fe'?iiuANTITY. OF 2 
ll/12/0075991584LtSI,NOPRIL. 1.0 MG. TABLET UD 

■ ^ ; SQUANT ITY^OF ""T:' 2 ' 

11/ 12/00 75991 828D I.CLOFENAC 75MG TABLET UD ¥ 

t QUANTITY OF --z 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 


11/1 2/0075991 894M LSOPROSTOL 200MCG* TABLET UD 



2 

063701 


^:;^i»QUANTITT OF 
1 l/13/0039200001PRrVATE 
ll/13/00750000180£X kl 5# W 100ML 

;.\ •■' >■ ^*|QUANTITY OF : ": 2 ' ' V. 
11/13/0075108431NAFCILLIN 2GM VIAL . 

^QUANTITY OF, 2 
ll/13/0075243907DR6PERI0aL 2.5MG/ML 2ML-AHP 
11/ 13/007578020 7P0TASSIUM CL RIDER VOMEQ/100 

QUANTITY OF \ 2 " 
11/13/0040000182TAPE, SILK 1" OURAPORE ^ 
11/13/00*0019453IV SET, SECONDARY 
11/13/00520096231V PUMP 2 CHANNEL 
11/13/0052060221PUMP,. PCA 


3\Jb 

■ ■ M^%% 

l .^|::^' ; 31..945* 

_J> ^ 2.30 - 
.r 5.75 ■ 
* 57.00 ; 
72.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


21.58 

I&L.1.75 
%|57 : ..00 
'1*2.00 
v!6.08 

'm • 

* 1.99 

-.1.90 


jfPATiENr; 

f iORTIOJNr." 




5** 


INSURANCE HAS BEEN FILED 



.OUR LADY OF THE L 

REGIONAL MEDICAL. CEN 



PRINT +* - KSA 
HQSPITAI^KRVICES 


%r^^P.a Box 14790. Baton Rouge. LA 70898-4790 • .,' ii_ 

■* ' "~" ' 'Ts^'jawaar » ' i " • ' ' r ■■• " *»»-- v-^. -»-•• • - ■•-.'■» ' , i . 

i.".t»:S-*!'- ■ „~ ■■■■■ -Account Number .'. ^'Admission -£018018™ C-BBng 

,.^M-±- ■■■■■ ' ;.v *:.••. - •-• ■• -Date - • f.Date ??Date . c ••' • 

^IP^IS 1 ^ M •016838070-0304 I 10/30/00 |l/lA/00 06/05/01 

Pl£ASEREraiT0naerofUMEAlOACC0UCTMJMBB)m 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) PHONE 225/765-8872 


BILL TO 

DENNIS M DEARIE 
^15431, RE 0 MAPLE PL , ^ . . v t 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patients Name • 

DEARIE* DENNIS M 


4 


: i Account KBR' ~~ r ' r *~' * ■ s.y:^ 7 ^ 

16838070-0304 


06/05/01 


D-^iO; — ^ INSURANCE PORTION IS COMPUTED 
fageNc, ACCORDING TO THE INFORMATION 

27 SUPPLIED BY YOUR INSURANCE CARRIER 


|f POSTING^ »^TO$SRR£- ' . ■ 
KDATE" il^gtREFNBR .^DESCRIPTION , . 

11/13/O065005456COMPREHENSIVE METABOLIC 
11/13/0065301105CBC WITH AUTO OIFF 
1 1/13/00 753O02Q2RIFAMP IN 300MG CAP 

QUANTITY OF 3 
11/13/0075317370CL0NAZEPAM 0.5MG TABLET 
T1/13/0075348409LEVSIN 0.125MG TAB 

QUANTITY OF 2 
ll/13/0075780310ZALEPLtiN 5MG CAPSULE 
11/13/0075980460AMITRIPTYLINE 25MG TAB 

QUANTITY OF 2 
11/13/0075991584LISIN0PRIL 10MG TABLET 
* QUANTITY OF 2 

ll/13/007599ia2aDICL0FENAC 75MG TABLET 
; '• : y' «■ : QUANTITY OF 

,11/ 1 3/ 007599 1894M ISOPRO STOL 200MCG 

' ?: V; QUANTITY OF 

1,1/ 14/ 00750000 1 8DEX 5% W 100 HL 

r ■ = QUANTITY OF . 

1 1/14/00750001 820EXTR0SE b%- f NACL 
11/14/0075108431NAFCILLIN 2GM VIAL 

.-. . % v QUANTITY OF 

11/14/0075272500P0TASSIUM CHLORIDE 
11/14/0040003831 SUBCLAVIAN DRESSING 
1 1/1 4/0052009623 1 V PUMP 2 CHANNEL ^ 
11/14/0052060221PUMP,. PCA 
11/14/0065004459MAGNESIUM-SERUM 
Iil/14/0065005456C0MPREHENSIVE METABOLIC 
11/14/0075300202RIFAMPIN 300MG CAP 
I1/14/00 75348409LEVSIN 0.125MG TA8 
11/14/0075991584LISIN0PRIL 10MG TABLET 

QUANTITY OF 2 
11/14/00759918280ICL0FENAC 75MG TABLET 


PANE 


UD 


TOTAL AMOUNT 


UD 

uo 

UD 

2 

TABLET 

_ 2 

6 

0.45* 


UD 


100 


40MEQ/20M 
KITS 


i 


PANE 


UD 


UD 


; INSURANCE 
PORTION 


11/14/0075991894MIS0PR0STQL 200MCG TABLET 


UD 


131.00 

-J 

131.00 

48.25 

V'-- ■ 

48.25 

16.08 


16.08 

1 .99 


1 . 99 

1.90 


1.90 

3.44 


3.44 

1.90 


1.90 

4.30 


4.30 

6.62 


6.62 

3.76 

■m§ 

3.76 

145.86 

ft 

145.86 

29.99 


^29.99 

95.82 


. 95.82 

8.00 


8.00 

11.75 - 


; ii.75 

57.00 


57.00 

72.00 


72.00 

60.00 


60.00 

131.00 


131.00 

5.36 


5.36 

.95 


.95 

4.30 


4.30 

3.31 


3.31 

1.88 . 


1. 88 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER INSURANCE HAS RFFN Fll FD 

P.O. Box 14790 Baton Rouge, Louisiana 70898 UNOUnttiNOC nMO DCCIM rit-CL^ 



.odreadyoethexak,*' ' v ^> ! 3SPWOTRffi 


r w w ~ - - *J»K 

REGIONAL. MEDICAL CEnJP? 

%0. Box 14790 • Baton Rouge • LA 70898-4790 


-HOSPITA 


^ \ &ffixttirt N umber* 

Eprj^DENNIS M~-; •1^838^70-6304* I WffiffiOQ "Kr^^OO?'" M/05/01 

PLEASE REFER TO FW1ENT8 NAME AND ACCOUNT IfiM^ ON AU.1N0U1RIES AND C0RRESP0M1BKE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (ELI 'PHONE 225/765-8872 


BILL TO 

DENNIS M DEARIE 


FEDERAL I.D. 72-0423651 


^^p^piy^^^^^^^ Hospital Has Private Rooms- Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


DEARIE, DENNIS H 

^POSTING - "3ip 
| DATE j^r.V rtSfc RE&NBR 


•■£$8$. HfcfeNBH f ^^^DESCRIPTION ..... 

ll7T7?6W 

QUANTITY OF 15 


, INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 



INSURANCE' jrag^l»TIENT"m'CEr. 
MRTJONCSj^^sfeXPORTlON.! Sl«iN '• 


"30.00 


SUB-TOTAL OF CHARGES ' 30,921. 79 

• ' .'Hi-/-'' ■ • ■ m 

ll/17/0000114151LA r "WANDATED SERV CHG WRITEOF 

PAID BY LA MANDATED CHG / 

TOTAL PAYMENTS AND ADJUSTMENTS 

- TOTAL CHARGES AND INSURANCE ' 30,891.-79 


NOTHING DUE AT THIS TIME 


■*-.'■ 


^^.'30 .00- 

few;;?- . - 

30.00- 


^1^30 .00- 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 



INSURANCE HAS BEEN FILED 


PATHOLOGY GROUP OF LOUISIANA 
A PROFESSIONAL MEDM^/^ORPORATION 
P.O. BOX^BV 
BATON ROUGE , LOuHEnA 70884 

(225)769-9993 885-3506S5P1 


DENNIS DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 707393530 

II,.III,.,I,„IhII,I,I„,.II„I,I,uII.II 

O Please check box if above address is incorrect. Indicate change(s) on reverse side. 


IF P AYING B Y CREDITED FILL OUT BELOW 

□ 


Exp. Date:. 


Card# 

Signature:, 


Name of Cardholder 


r STATEMENT DATE ^ 

r PAY THIS AMOUNT ^ 

r ACCT. # 

11/19/2000 

v J 

r ^ 

$773.00 

^ > 

r 

L16838070 

Page# 1 

SHOW AMOUNT * 
k PAID HERE $ 


PATHOLOGY GROUP OF LOUISIANA 

P.O. BOX 84030 

BATON ROUGE, LA 70884-4030 

II.HllL.lul.l..lnlnl.l..lllmull.ll.n..ll,ll Il.l 


PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYME 


DATE 


10/28/00 
10/28/00 
10/28/00 
10/28/00 
10/28/00 
10/28/00 
10/28/00 
10/28/00 
~^L0/28/00 

. y:b/28/oo 

;^tg/28/00:; 
^^tp^28/06: 

;:^o/28/oo;^ 

f M: : 0?28/00 4 
£0/28/00^ 

p>?/3 0/004 

fe30:/ ; O0^ 

||^or/oo|2 
|%i/or76b'^ 
^i/qi/oq^ 

^10/30/00^ 

|§lo/3o/oo : :|: 

J 11/02/00 
11/01/00 
Vii/01/00 

11/03/00 
11/03/00 
11/03/00 
11/04/00 
il/04/00 
11/05/00 
11/05/00 


CODE 


85007 
80048 
85023 
81000 
82150 
83690 
80076 
87086 
87040 
87040 
87797 
87797 
87797 
87797 
87186 
87797 
87040 
J 87040 ' 
',#80053} 
^8*4 132^ 
^ 85023? 
V ;S5651 


87797 
r 80048 
■ 85023 
; 83735 
\ 87040 
; 87040 
87797 
-87186 
80048 
80170 
87797 
87797 
80048 
87040 
87040 
80048 
85023 
85023 
85060 


3fc 


DESCRIPTION 


BLOOD COUNT MANUAL DIFFERENTIAL WBC 
BASIC METABOLIC PANEL 

CBC HEMOGRAM , PLATELET COUNT AUTO &MA 

URINALYSIS WITH MICROSCOPY 

AMYLASE 

LIPASE 

HEPATIC FUNCTION PANEL 1 
CULTURE BACTERIAL URINE QUANTITATIVE 
CULTURE BACTERIAL DEFINITIVE BLOOD 
CULTURE BACTERIAL DEFINITIVE . BLOOD 
INFECTIOUS AGENT DETECT NUCLEIC ACID 
INFECTIOUS AGENT DETECT NUCLEIC ACID 
INFECTIOUS AGENT DETECT NUCLEIC ACID 
INFECTIOUS AGENT DETECT ' NUCLEIC ' ACID 
ANTIBIOTIC . SENS ITIVITY : MIC- ;-\V 
INFECTIOUS : AGENT DETECT! NUCLEIC ACID 
CULTURE - BACTERID .DEFINITIVE BLOOD V : . 
CT^TURE 'BACTERjlA^ : BLOOD 

•COOTREHENSIVE:: METABOLIC^^t^^ 

OTC, HEMOGRAM^ ^TELETfaDlfei AUTO /&MA 

SEDasflEira;^ automa; 

INFECTIOUS? AGENT bETECT;'NUCLEIC: ACID. 
B^ICrin^ - 
CBC: HEMOGRAM, PLATELET: COUNT AUTO &MA 
MAGNESIUM ^ 
CULTURE ' BACTERIAL DEFINITIVE BLOOD 
CULTURE BACTERIAL DEFINITIVE BLOOD 
INFECTIOUS AGENT DETECT. NUCLEIC ACID 
ANTIBIOTIC: SENSITIVITY MIC. 
BASIC: METABOLIC PANEL . //* ; 
GENTAMICIN ' \- • *. . . : . 
INFECTIOUS AGENT DETECT NUCLEIC ACID 
INFECTIOUS AGENT DETECT NUCLEIC ACID 
BASIC METABOLIC PANEL 
CULTURE BACTERIAL DEFINITIVE BLOOD 
CULTURE BACTERIAL DEFINITIVE BLOOD 
BASIC METABOLIC PANEL 

CBC HEMOGRAM, PLATELET COUNT AUTO &MA 
CBC HEMOGRAM, PLATELET COUNT AUTO &MA 
BLOOD SMEAR PERIPHERAL W/PHYS REPORT 

STATEMENT 


AMOUNT 


6.00 
19.00 
14.00 

6.00 
11.00 

8.00 
23.00 
11.00 
_13 . 00 
13.00 
" 20.00 
20.00 
20.00 
20.00 
12.00 
20.00 
13.00 
13.00 
'21.00 

7.00 

J- 400 

'' ^6': 00 

;20.00 
-19.00 
14.00 
12.00 
13.00 
13.00 
20.00 
12.00 
19.00 
17.00 
20.00 
20.00 
19.00 
13.00 
13.00 
19.00 
14.00 
14.00 
25.00 


DO 



PATHOLOGY GROUP OF LOUISIANA 
A PROFESSIONAL MEDiajS^ORPORATTON 

p.o. box 

BATON ROUGE, LOUiSEnA 70884 

.« (225)769-9993 88W506 S5P1 


IF P AYING B YC REDriGA RP FILL OUTBELOW J 

'□EE' DIP m 

Card # :- ,y~ » 
Signature : ■ ' ^ : 


^ ^, ^ ^Bcp. Date:. 


Name of Cardholder 


STATEMENT DATE ▼ PAY THIS AMOUNT 


11/19/2000 


$773.00 


A. 


ACCT. # 


L1 6838070 


DENNIS DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 707393530 

II...III.Hl...l..ll.l.l..Mll..l,l.,.ll.ll...nl| im lll,l..l 

□ Please check box if above address Is incorrect. Indicate change(s) on reverse side. 


Page* 2 


SHOW AMOUNT * 
, PAID HERE $ 


REMIT TO: 

PATHOLOGY. GROUP OF LOUISIANA . 

P.O. BOX 84030 " .'" 

BATON ROUGE , LA 70884-4030 

II.Mlll,.,l.,l,lHl.,U,l.,lll„M,ll,lln„,ll,ll llllllltl 


PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMEN 


DATE 


11/07/00 
11/07/00 
11/09/00 
11/09/00 
11/09/00 
11/09/00 
11/13/00 
11/13/00 
11/14/00 
11/14/00 


CODE 


85023 
85651 
80048 
85023 
87040 
87040 
80053 
85025 
80053 
83735 


DESCRIPTION 


CBC HEMOGRAM, PLATELET COUNT AUTO &MA 
SEDIMENT RATE ERYTHROCYTE NON AUTONA 
BASIC METABOLIC PANEL l\ " ■ 
CBC HEMOGRAM , PLATELET COUNT AUTO ^SMA " 
CULTURE BACTERIAL DEFINITIVE BLOOD • 
CULTURE BACTERIAL DEFINITIVE' BLOOD ^ 
COMPREHENSIVE METABOLIC t r W^^^\ 
CBC HEMOGRAM, PLATELET COUNT AUTO &MA 
COMPREHENSIVE METABOLIC 
MAGNESIUM '• - > -• 


AMOUNT 


^ v . 14.00 

6-.00 

S :^-1Sl'1^00 


^^13^00 

r^#iSi3'..po 


1 .: \\. 



STATEMENT 




i OURXADY OF THE L 

RECNONAL MEDICAL CEN' 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Pattern's Name < 

DEARIE » DENNIS M 


** agPRIN T ** - KSA 
HOSPITAL MrVICES 


Account Number 


Admission 
Date 


Discharge 
Date 


Billing 


PIEASE REFER TO PATIENT8 NAME AND ACCOUNT NUMBER ON All INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREEN WELL SPRINGS LA 70739-3530 


016838070-1050 I 02/27/01 03/01/01 06/05/01 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

DEARIE, OENNIS M 


| Account NBR iBIlDate .PageNo. 

Cjl 6838070-1058 106/05/01 S|m01 


POSTING 
DATE 


REF NBR DESCRIPTION 

SUMMARY 'OF CHARGES — — 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


POOM CHARGES 


001 PRIVATE 

2 DAYS AT 390.00 760.00 

TOTAL OF ROOM CHARGES 780.00 


780.00 
760.00 


ANCILLARY CHARGES 


025 FH«RMACY 981.07 

027 CENTRAL SUPPLIES 427.40 

030 LABORATORY 409.75 

097 LA MANDATED SERVICE CHARGE 4.00 

TOTAL OF- ALL OTHER CHARGES 1 ,822.22 

ACCOUNT ADJUSTMENTS 4.00- 

TOTAL CHARGES AND INSURANCE 2,593.22 

NOTHING DUE AT THIS TIME 


961.07 
427.40 
409.75 
4.00 

1 ,822.22 


2,602.22 


4.0C- 


4.0C- 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



(Snourxadyofthel 

XgJ/ R E Gtt O N A L MEDICAL CEN 

r^P.O. Box 1 4790 • Baton Rouge • LA 70898-4790 

Patient's Name 

DEARIE, DENNIS M 


... V ■ . ■ A i "V J . > .ft- 

**^\PRINT ** - KSA 
HOSPITAL^^RVICES 


Account Number 


fAdmisstan 


r*> BilDng 
/ Date 


Discharge \ 
pate 

016836070-1058 I 02/27/01 03/01/01 T)6/05/01 

(is • i 2-: 
PU-ASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON All INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) PHONE 225/765-8872 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWELL SPRINGS LA 70 739-3530 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

DEARIE, 


DENNIS M 


I Account NBR ~ ~ r " ~~" 

0,16838070-1058 



INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


POSTING 
DATE 

02/27/0 

02/27/0 

02/27/0 
02/27/0 

02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/27/0 
02/2:1/0 
02/29/0 

02/2:V0 

0 2/2M/0 

02/2V0 

02/29/0 
02/29/0 
02/23/0 
02/28/0 
02/23/0 
02/20/0 


REF NBR DESCRIPTION . ; - 

1 3 6000 00 8P R I V A T E " ' f AO 70 1 

1750QO010S0DIUM CHLORIDE 0.922 100ML 

QUANTITY OF 2 
175126607HYDR0M0RPH0NE 2MG/1ML AMP 
175991412HYDR0M0RPH0NE 50MG/5ML AMPUL 

QUANTITY OF 4 
140001597SET, IV EXTENSION 7" 4438 


J^sr W^Wi-JS? W INSURANCE 
iTOTALAMOUhn^^iijiii PORTION 

? 390.00 


TUBING 
EXTENSION 
CLAVE MALE 


140002343INSYTE NEEDLE 20G X 1 1/4' 
140003790 IV START KIT 
liC060219SET, PCA 
140060220SET, PCA 
140061342ADAPTER, CLAVE MALE LL 
1520096211V PUMP 
152060221PUMP, PCA 

165005456C0MPREHENSIVE METABOLIC PANE 
165301105C0C WITH AUTO OIFF 
165308109URINALYSIS WITHOUT SEOIMENTA 
136000008PKIVATE T40701 
1750000180EX 5% M 10OML 

QUANTITY OF 6 
175000307SODIUM CHLORIDE 0.9% 500ML 

QUANTITY OF 2 
175108431NAFCILLIN 2GM VIAL 

Quantity of ia 

1 7524390 7DR0PER IDOL 2.5MG/ML 2 ML AMP 
QUANTITY OF 2 

140001638SUD CHL .92 INJ 1000ML 

1400194531V SET* SECONDARY : 
140019459IV SET, PRIMARY W/0 FILTER 
152009621 IV PUMP 
152O60221PUMP, PCA 
165305S00SE0 RATE 


390.00 
40.00 

9.00 
153.68 

' 5.30 
3.20 
5.05 
33.50 
6.80 
7.65 
43.00 
72.00 
131.00 
_ 48.25 
22-75 
-390.00 
145.86 

40.00 

287.46 

21.58 


— 2-rTO- 
5.75 
10.00 
43.00 
72.00 
23.75 


40.00 

" 9.00 
153.68 

'• 5.30 
3.20 
5.05 
33.50 
6.80 
7.65 
43.00 
72.00 
131.00 
; 48.25 
22.75 
390.00 
145.86 

40.00 

287.46 

21.58 


f^-r — 2.70 
/;/' 5.75 
/ 10.00 

43.00 
-72.00 

23.75 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE L 

REGIONAL MEDICAL CEN 



HOSPITAL 


PRINT ** - KSA 
RVICES 


; Discharge 


H Billing 
\ Date 


t U .vP.O. Box 14790 • Baton Rouge • LA 70898-4790 

Patterrf s Name A * :. $ \ - ■ - ^ ; t Account Number ' Admission 

l&^**^iVi---; f , ..* > . Date 

SI1{! IE V OENNI'S M 016838070-1058 I 02/27/01 03/01/01 06/05/01 

- PLEASE REFER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FUR BILLING INFORMATION CALL BUSINESS OFFICE (EL) PHONE 225/765-8872 


BILL TO 

DEflNlS M DEARIE 
' 15431 RED MAPLE PL 
iV GREEN WELL SPRINGS LA 70739-3530 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 

IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


CGMPfENSATIQN 


C07 


INSURANCE BENEFITS ASSIGNED 


DEARIE, 


DENNIS M 


I Account NBR ' , ' ; 

0,16838070-1058 


|B»Dato 

106/05/01 


I Page No. 
2 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


^posting:™ 

f.'DATE; : h 

02/28/01 


02/23/01 
02/20/01 

02/28/01 

02/28/01 

02/28/01 
02/28/01 


REF NBR " . .DESCRIPTION ... 

75300202RIFAMP IU 300MC CAP ~ *~ 

QUANTITY OF 2 
75303267CL0N AZEP AM IMG TABLET UD 
75348409LEVSIN 0.125MG TAB 

QUANTITY OF 2 
75 399 154 ACETAMINOPHEN 325MG TABLET 2 

QUANTITY OF 4 
7578002/VENALFAXIHE XR 75MG CAP UD 

QUANTITY OF 2 
75991585LISINOPRIL 20MG TAB UD 
75991597P0TASSIUM CHLORIDE 20ME3 TAB 
QUANTITY OF 3 
02/23/0175992835GADAPENTIN 300HC CAPSULE UD 

QUANTITY OF 3 
.p2/28/0175999570QXYCt]DQNE SA 40MG TAB 

: QUANTITY OF 8 

03/01/01750000180EX 5% W 10QML 
Ly'i".'- U QUANTITY OF 2 
.03/01/0175108431NAFCILLIN 2GM VIAL 

QUANTITY OF 2 
03/01/0175243907DROPERIDOL 2.5MG/ML 2 ML AMP 
03/0 1/0140002076 ICE BAG 
03/01/0152009621 IV PUMP 
03/0 1/01 52060221PUMP, PCA 
03/0 1/01 65004459* AGNE3IUM-SERUM 
03/0 1/0 16500545QMETAB0LIC PANEL 
03/0 1/0 175 30 0202 RIFAMPIN 300MG CAP 
03/01/0175348409LEVSIN 0.125MG TAB > 
03/01/0175399154AC5TAMINQPHEN 325MG TABLET 2 

QUANTITY OF 2 
03/01/0175730027VEMALFAXIME XR 75MG CAP UD 

QUANTITY OF 2 
03/01/017599l585LtSINCJPRTL 20MG TAB UO 


TOTAL AMOUNT 


INSURANCE 
PORTION 


10.72 

10.72 

2.25 
1 .90 

2.25 
1 . 90 

.80 

.80 

8.68 

8.68 

2.30 
2.97 

2.30 
2.97 

21.92 

21.92 

67.20 

/ 67.20 

48.62 

48.62 

31.94 

• 31.94 

10.79 
5.15 
43.00 
72.00 
60.00 
124.00 
5.36 
.95 
.40 

10.79 
5.15 
43.00 
• 72.00 
60.00 
124.00 
5.36 
.95 
.40 

8.68 

8.68 

2.30 

2. 30 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



OUR LADY OF THE L 

REGIONAL MEDICAL CEN' 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 



HOSPITA 



Patient's Name 


i Account Number 


DEARIE, DENNIS H 


PLEASE RBER TO PATIENTS NAME AND ACCOUNT NUMBER ON ALL INQUIRIES AND CORRESPONDENCE 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL? 


BILL TO 

DENNIS H DEARIE ' ■ . ■ 

15431. RED MAPLE PL U ' 

G REENWELL JJSPR I NG S . LA 70739^3530^^ 


016838070-1058 I : f£B^0L&Ejral>01 |)6/65/01 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


-mid 


IMPORTANT: please detach and return the top portion of this 

STATEMENT WITH YOUR REMITTANCE TO ASSURE PROPER CREDIT 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patlonfs Name ■■■■■■■7nFv.~~.V7? 

DEARIE, DENNIS M 


O|16838070-1058 |06/05/oL [i 3 


' POSTING -!?S»T;'."r. '~ ■. r.-i^sr 

DATE REFNBR ; : , DESCRIPTION -o-' J -:". 


03/01/0r75991597PdlTASS IUM CHLQriB^O^eTTO 

. QUANTITY OF 3 
03/01/0175992835GA8APENTIN 300MG CAPSULE UD 

QUANTITY OF 6 
03/01/01 75999570QXYC0D0NE SA 40MG TAB 

% QUANTITY OF k 
03/04/0139910911LA MANDATED SERVICE CHG IP 

QUANTITY OF 2 

SUB-TOTAL OF CHARGES 

03/0V010011A151LA MAN0ATED SERV CHG HRITEOF 

PAID BY LA MANDATED CHG / 


TOTAL, PAYMENTS AND ADJUSTMENTS 



INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


[NSURaNCET^JP 
lEpRTIONCi 



Ml.6.44 
r:t '33.60 
:%4.00 


TpTAL CHARGES ANO INSURANCE l^&M^zi 
1 NOTHING DUE AT THIS TIME ^ ^ OV^tV 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


It 



INSURANCE HAS BEEN FILED 


^Lfe.OUR LADY OF THE 

\K/ REGIONAL MEDIC Al 

4 wT P.O. Box 14790 . Baton Rouge • LA 70898-4790 

Patient's Name Account Number 


HEVjp 

L CE^Ir 


HOSPITAL 


ICES 


Admission 
Date 


DEARIE, DENNIS M 

; ' i ; ' rO y;\ LK sj-.fc ACCOUK t Atfu'i ON At.'. >K0« >«HfC fir.". :■ i/r, ^'-otJ^K'r 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


Discharge 
Date 


Bluing 
Date 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


•1 £0-=.:* 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

DEARIE, DENNIS M 


tAccontfNBH .BiBDate .fegeNo. 

U6838070-2022 [03/05/02S|M01 


POSTING 
DATE 


REF NBR DESCRIPTION 

SUMMARY OF CHARGES 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED 8Y YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


ROOM CHARGES 


001 PRIVATE 

39 DAYS AT 390.00 


15,210.00 15,210.00 
TOTAL OF ROOM CHARGES 15 , 210 .00 15 , 210 . 00 


ANCILLARY CHARGES 


024 

PHARMACY-SPECIAL 


240. 

00 


240. 

00 

025 

PHARMACY 

26 

,681. 

40 

26 

,681. 

40 

026 

IV THERAPY/SUPPLIES 


95. 

00 


95. 

00 

027 

CENTRAL SUPPLIES 

8 

,407. 

73 

8 

,407. 

73 

030 

LABORATORY 

6 

,949. 

75 

6 

,949. 

75 

031 

PATHOLOGY-LAB 


76. 

00 


76. 

00 

032 

X-RAY SERVICES 

3 

,122. 

00 

3 

,122. 

00 

034 

NUCLEAR MEDICINE 

1 

,982. 

00 

1 

,982. 

00 

035 

CT SCAN 

2 

,294. 

00 

2 

,294. 

00 

036 

O.R. SERVICES 

4 

,872. 

00 

4 

,872. 

00 

037 

ANESTHESIA SERVICES 


441. 

00 


441. 

00 

038 

BLOOD / PROCESSING 


310. 

00 


310. 

00 

042 

PHYSICAL MEDICINE 


913. 

00 


913. 

00 

071 

RECOVERY ROOM 

2 

,659. 

30 

2 

,659. 

30 

093 

OTHER THERAPUTIC SERVICES 


315. 

00 


315. 

00 

097 

LA MANDATED SERVICE CHARGE 


78. 

00 


78. 

00 


i 

TOTAL OF ALL OTHER CHARGES 

59 

,436. 

18 

59 

,436. 

18 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


E^ER 


HOSPITAL 


ICES 


£Lfe, OUR LADY OF THE Ul 

\17 REGIONAL MEDICAL CeI 

' P.O. Box 14790 • Baton Rouge • LA 70899-4790 

Patient's Name Account Number Admission Discharge 

Data Oate 

DEARIE, DENNIS M 016838070-2022 I 01/22/02 03/02/02 03/05/02 


Billing 
Oate 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


PatianfeNaw .AccowtNBR bio*, iwu* INSURANCE PORTION iS COMPUTED 

nTlvnTTrl w jAaaunt NBR I^V,- /^jf?l~ ACCORDING TO THE INFORMATION 

DEARIE, DENNIS M pl6838070-2022 |03/05/02S(M02 supplied by your insurance carrier 

POSTING INSURANCE PATIENT 

DATE REFNBR DESCRIPTION TOTAL AMOUNT , PORTION PORTION 

ACCOUNT ADJUSTMENTS 78.00- 78,00- 

TOTAL CHARGES AND INSURANCE 74 , 568. 18 74,646.18 

NOTHING DUE AT THIS TIME 78.00- 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 



HOSPITAL ^^flCES 


£Lfc,OURLADYOFTHE 

REGIONAL MEDICAL CE^ER 

- P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Pattern's Name Account Number 

DEARIE, DENNIS M 016838070-2022 1 01/22/02 03/02/02 03705/02 


Admission 
Date 


Billing 
Date 


' ;C y.\ iK H <ft-v ( '. .u.l: ASCCHjK f A r AWU'i 0\ AJ/. M : .G A'-.-.:- L"r. V^TOf.OTVr 

FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS H DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


Patient's Name 

DEARIE, DENNIS M 


AccouitNBR iBaDate .hgtNa. 

16838070-2022 03/05/02 1 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


80 
00 
60 
00 
60 
10 


INSURANCE 
PORTION 

390.00 
10.00 
24.30 

131.00 
48.25 
23.75 
47.50 
1,058.00 
11.40 


7, 
1. 


80 
00 


6.60 
5.00 


POSTING 

DATE REFNBR DESCRIPTION TOTAL AMOUNT 

01/22/0232000002PRIVATE 056001 390.00 

01/22/0275124156MEPERIDINE50MG VIAL 10.00 

01/22/0275993600MIRTAZAPINE15MG TAB 24.30 

QUANTITY OF 3 

01/22/0265005456COMPREHENSIVEMETABOLIC PANE 131.00 

01/22/0265301105CBCWITH AUTO DIFF 48.25 

01/22/0265305500SEDRATE 23.75 

01/22/0265600454CRP 47.50 

01/22/0281700475CT-LUMBARSPINE W/O CONTRAST 1,058.00 

01/22/0275303267CLONAZEPAM1MG TABLET UD 11.40 

QUANTITY OF 2 

01/22/0275303269CLONAZEPAM2MG TABLET UD 7. 

01/22/0275348409LEVSIN 0 . 125MG TAB 1. 

01/22/0275780490TRILEPTAL300MG TABLET UD 6. 

01/22/0275980930TEMAZEPAM30MG CAP UD 5. 

01/22/0275991584LISINOPRIL10MG TABLET UD 3. 

01/22/0275991597POTASSIUMCHLORIDE 20MEQ TAB 2. 

01/22/0275992826VENLAFAXINE75MG TABLET UD 14.40 14.40 

QUANTITY OF 3 

01/22/0275999574TIZANIDINE4MG TAB 3.90 3.90 

01/23/0232000002PRIVATE " 056001 390.00 390.00 

01/23/0275124156MEPERIDINE50MG VIAL 30.00 30.00 

QUANTITY OF 3 

01/23/0275269753PROMETHAZINE25MG/ML 1ML AMP 8.50 8.50 

01/23/0275780171LOVENOX60 MG PFS 451.80 451.80 

QUANTITY OF 3 

01/23/0275992487FENTANYL75MCG/HR PATCH 1 EA 385.20 385.20 

QUANTITY OF 2 

01/23/0275993422HYDROMORPHONE1MG AMPUL 1 ML 20.00 20.00 

QUANTITY OF I 2 

01/23/0275993600MIRTA2APINE15MG TAB 24.30 24.30 

QUANTITY OF 3 

01/23/0284100023HEPARINLOCK INSERTION 21.00 21.00 


PATIENT 
PORTION 


3. 
2. 


60 
10 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE IA 


REGIONAL MEDICAL CEWR 



HOSPITAL 


P.O. Box 14790 • Baton Rouge • LA 70899-4790 
PsMenfa Name Account Number 

DEARIE, DENNIS M 


ICES 


Admission 
Date 


Discharge 
Date 


Billing 
Date 


'• -i'-V:;: - .0 ." 1 10 y;\ l\ - : ; W. -w.fc ACOOU i •>[' jtf.?LR ON A!.*. >'*,C-J t'>l\>$ AM; '!^-0\iT> ;*r* 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Wirt* Nam* 

DEARIE, DENNIS M 


Account NBR 

16838070-2022 


iBMDate .fcgeNa 

03/05/02 2 


POSTING 

DATE REF NBR DESCRIPTION 

01/23/0240001597SET, IV EXTENSION 7" 4438 
01/23/0240002344INSYTENEEDLE 22G X 1" 

QUANTITY OF 3 
01/23/0240003790IV START KIT 
01/23/0240061842ADAPTER, CLAVE MALE LL 
01/23/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
01/23/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
01/23/0275780490TRILEPTAL300MG TABLET UD 
01/23/0275980930TEMAZEPAM30MG CAP UD 
01/23/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/23/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/23/0275992826VENLAFAXINE75MG TABLET UD 

QUANTITY OF 3 
01/23/0275999574TIZANIDINE4MG TAB 
01/24/0232000002PRIVATE 056001 
01/24/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 2 
01/24/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
01/24/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 5 
01/24/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
01/24/0284100023HEPARINLOCK INSERTION 
01/24/0240001597SET, IV EXTENSION 7" 4438 
01/24/0240002344INSYTENEEDLE 22G X 1" 
01/24/0240003790IV START KIT 
01/24/0240061842ADAPTER, CLAVE MALE LL 
01/24/0265303901PTT 


INSURANCE PORTION iS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 


TOTAL AMOUNT 

5.30 
10.05 

PORTION 

5.30 
10.05 

5.05 
7.65 
11.40 

5.05 
7.65 
11 .40 

2 . 00 

2 00 

6.60 
5.00 
7.20 

6. 60 
5.00 
7.20 

4.20 

4 .20 

14.40 

14 .40 

3.90 
390.00 
17.00 

3.90 
390.00 
17.00 

301.40 

301.40 

50.00 

50.00 

24 .30 

24 .30 

21.00 
5.30 
3.35 
5.05 
7. 65 

33.00 

21.00 
5.30 
3.35 
5.05 
7.65 

33.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


£L± OUR LADY OF THE ^KE 

VlT" REGIONAL MEDICAL CeI^Ir 

- iBT P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Pattatfa Name Account Number 

DEARIE, DENNIS M 


HOSPITAL 


Admission 


CES 


DtSChSTDS 

Dale 


Data 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patents Nairn 
DEARIE, DENNIS M 


i Account NBR iBHOate .hgeNo. 

P16838070-2022 03/05/02 3 


POSTING 



INSURANCE 


DATE REF NBR ' DESCRIPTION 

TOTAL AMOUNT 

run 1 1ww 


01/24/0265305005PT 

29. 

00 

29 

00 

01 /24 /0280002850SPINE-LUMBARSURVEY 

195. 

00 

195 

X *7 w • 

00 

01 /24/0263215829NM-GM-67 /GAI^IUMf PFP MfT^ 

240. 

00 

240 

00 

OUANTITY OP 5 





01 /24 /0265214125NM-PADTOPHAPMT 1 OC TTIMOP WWOT. 

515. 

00 


00 


11. 

40 

XX . 








2. 

00 

o 

UU 

OUANTITY OF 2 





01/24/0275780027VENALFAXIMEXR 75MG CAP UD 

30. 

40 

30. 

40 

QUANTITY OF 4 





01/24/0275780490TRILEPTAL300MG TABLET UD 

6. 

60 

6. 

60 

01/24/0275980893PROMETHAZINE25MG TAB UD 

1. 

00 

1. 

00 

01/24/0275980930TEMAZEPAM30MG CAP UD 

5. 

00 

5. 

00 

01/24/0275991584LISINOPRIL10MG TABLET UD 

3. 

60 

3. 

60 

01/24/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

4. 

20 

4. 

20 

QUANTITY OF 2 





01/24/0275999574TI2ANIDINE4MG TAB 

3. 

90 

3. 

90 

01/25/0232000002PRIVATE 056001 

390. 

00 

390. 

00 

01/25/0281902015MRI-PARAMAGNETICCONTR 20 ML 

256. 

00 

256. 

00 

01/25/0275203745LORAZEPAM2MG SYR 

51. 

90 

51. 

90 

01/25/0275269753PROMETHAZINE25MG/ML 1ML AMP 

25. 

50 

25. 

50 

QUANTITY OF 3 





01/25/0275780169LOVENOX80 MG PFS 

301. 

40 

301. 

40 

QUANTITY OF 2 





01/25/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

80. 

00 

80. 

00 

QUANTITY OF 8 





01/25/0275993600MIRTAZAPINE15MG TAB 

24. 

30 

24. 

30 

QUANTITY OF 3 





01 /25/0240000127SPONGE, GAUZE 4X4 10/PK 16PL 

2. 

00 

2. 

00 

01/25/0240001264GLOVE, TRIFLEX WHITE 7.5 

1. 

65 

1. 

65 

01/25/0240002609BLADE, SURGICAL 15 

1.. 

00 

1. 

00 

01/25/0240018030SOLUTION, BETADINE 4 OZ 

2. 

55 

2. 

.55 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE l^E 

\My" REGIONAL MEDICAL CE JK 

" ■ P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Pattern's Namo Account Number 

DEARIE, DENNIS M 


HOSPITAL 


Admission 
Date 


CES 


Discharge 
Date 


Billing 
Date 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital' Has Private Rooms Only 


COMPENSATION 


CO 7 


•A; ; .c. •ruTA'X .V- 


INSURANCE BENEFITS ASSIGNED 


DEARIE, DENNIS M 


lAonntNBR iBHOate .Rage No. 

P16838070-2022 |03/05/02 | 4 


POSTING . 

DATE REFNBR DESCRIPTION 

01/25/0240052444BUNNY SET-LACERATION 
01/25/0265004459MAGNESIUM-SERUM 
01/25/0265005450METABOLICPANEL 
01/25/0265301105CBCWITH AUTO DIFF 
01/25/0281901022MRI-LUMBARSPINE W/WO CONTRA 
01/25/0265213829NM-GALLIUMSCAN LIMITED 
01/25/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
01/25/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 3 
01/25/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
01/25/0275780490TRILEPTAL300MG TABLET UD 
01/25/0275980319WARFARINSODIUM 5MG TAB UD 
01/25/0275980893PROMETHAZINE25MG TAB UD 
01/25/0275980930TEMA2EPAM30MG CAP UD 
01/25/0275981076ALPRAZOLAM1MG TAB UD 

QUANTITY OF 2 
01/25/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/25/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/25/0275999574TIZANIDINE4MG TAB 
01/26/0232000002PRIVATE 056001 
01/26/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 3 
01/26/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
01/26/0275992487FENTANYL 75MCG/HR PATCH 1 EA 

QUANTITY OF 2 
01/26/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 6 


TOTAL AMOUNT 

43.50 

60.00 
124.00 

48.25 
1,877.00 
407.00 

11.40 

3.00 

30.40 

6.60 
2.40 
1 .00 
5 .00 
7.60 

7.20 

4.20 

3.90 
390.00 
25.50 

301 .40 

385.20 

60.00 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

43.50 

60.00 
124.00 

48.25 
1,877.00 
407.00 

11.40 

3.00 

30.40 

6.60 
2.40 
1.00 
5.00 
7.60 

7.20 

4.20 

3.90 
390.00 
25.50 

301.40 

385.20 

60.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE 

REGIONAL MEDICAL CE^ptR 

P.O. Box 14790 > Baton Rouge • LA 70898-4790 



Patient's Name 


DEARIE , DENNIS M 


HOSPITAL 


ICES 


Account Number 


Admission 


Discharge 
Date 


Silling 
Date 


1 ;C Yi: ih :•; W. ^.t A-XObK ! -V.'hULR Ml.'. *C-J HIKS AT-SJ WOf OFCr 

FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


COMPENSATION 


CO 7 


FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


INSURANCE BENEFITS ASSIGNED 


Patent's Name 

DEARIE, DENNIS M 


t Account NBR 
H6838070-2022 


iKdOate .PageNet 

03/05/02 5: 


POSTING 

DATE REF NBR DESCRIPTION 

01/26/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
01/26/0265005456COMPREHENSIVEMETABOLIC PANE 
01/26/0265107140CULTURE- CATHETER TIP 
01/26/0265301105CBCWITH AUTO DIFF 
01/26/0265305005PT 
01/26/0265305500SED RATE 

01/26/0275303267CLONA2EPAM1MG TABLET UD 

QUANTITY OF 2 
01/26/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
01/26/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
01/26/0275780490TRILEPTAL300MG TABLET UD 
01/26/0275980930TEMAZEPAM30MG CAP UD 
01/26/0275991584LISINOPRIL10MG TABLET UD 
01/26/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/26/0275999574TIZANIDINE4MG TAB 
01/27/0232000002PRIVATE 056001 
01/27/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 4 
01/27/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
01/27/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 6 
01/27/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
01/27/0240001597SET, IV EXTENSION 7" 4438 
01 /27/0240002344INSYTE NEEDLE 22G XI" 

QUANTITY OF ; 2 
01/27/0240003790IV START KIT 
01/27/0240061842ADAPTER, CLAVE MALE LL 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


24.30 

24.30 

131.00 
51.25 
48 .25 
29.00 
23.75 
11.. 40 

131.00 
51.25 
48.25 
29.00 
23.75 
11.40 

2.00 

2.00 

30.40 

30.40 

6.60 
5.00 
3.60 
4.20 

6.60 
5.00 
3.60 
4.20 

3.90 
390.00 
34 .00 

3.90 
390.00 
34.00 

301.40 

301.40 

60.00 

60.00 

24.30 

24.30 

5.30 
6.70 

5.30 
6.70 

5.05 
7.65 

5.05 
7.65 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE 



HOSPITAL 


P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patient's Name Account Number 

DEARIE, DENNIS M 


ICES 


Admission 


Discharge 
Dale 


Billing 
Date 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL .. . 

greenwel spgs la 70739-3530 Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patent's Name 

DEARIE, DENNIS M 


tAccouit NBR .Bifl Date .P&geNo. 

U6838070-2022 03/05/02 6 


POSTING 

DATE REP NBR DESCRIPTION 

01/27/0265300313BLEEDINGTIME-SIMPLATE 

01/27/0265303901PTT 

01/27/0265305005PT 

01/27/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
01/27/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
01/27/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
01/27/0275780490TRILEPTAL300MG TABLET UD 
01/27/0275980930TEMAZEPAM30MG CAP UD 
01/27/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/27/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/27/0275999574TIZANIDINE4MG TAB 
01/28/0232000002PRIVATE 056001 
01/28/0275000034DEX5% W 250ML 
01/28/0275126607HYDROMORPHONE2MG/1ML AMP 
01/28/0275126656HYDROMORPHONE4MG/1ML AMP 
01/28/0275186817FENTANYL0:05MG/ML 2ML AMP 

QUANTITY OF 4 
01/28/0275209882BUPIVACAINE0.25% W/EPI 10ML 
01/28/0275269753PROMETHAZINE25MG/ML 1ML AMP 
01/28/0275780169LOVENOX80 MG PFS 
01/28/0275780603ONDANSETRON1MG/0 . 5ML IN J. 

QUANTITY OF 4 
01/28/0275991388VANCOMYCIN500MG VIAL 

QUANTITY OF 4 
01/28/0275992343KETOROLAC15MG/1ML SYRINGE 

QUANTITY OF 2 
01/28/0275992512MIDAZOLAM1MG/ML 2ML MDV 


TOTAL AMOUNT 

50.75 
33.00 
29.00 
11.40 

2.00 

30.40 

6.60 
. 5.00 
7.20 

4.20 

3.90 
390.00 
35.00 
10.00 
10.60 
53.60 

17.70 
8.50 
150.70 
113.60 

94 .80 

59.00 

10.00 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

50.75 
33.00 
29.00 
11.40 

2.00 

30.40 

6.60 
5.00 
7.20 

4.20 

3.90 
390.00 
35.00 
10.00 
10. 60 
53.60 

17. 70 
8.50 
150.70 
113.60 

94 .80 

59.00 

10.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


HE Up 


£L± OUR LADY OF THE 1^ 

VMy REGIONAL MEDICA 
* M P.O. Box 14790 • Baton Rouge . LA 70898-4790 
Patient 1 * Name Account Number 

DEARIE, DENNIS M 


HOSPITAL 


ICES 


Admission 
Oats 


Discharge 
Date 


Billing 
Date 


; * ;c y;\ la . ; ; w. v.t aocou ! hi sajlf i on at. >kcu hi : .s «■•»> t;';*i womtf^p 

FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS H DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patent's Name 

DEARIE, DENNIS 

POSTING 
DATE 


M 


t Account NBR 
H6838070-2022 


iBBDale 

03/05/02 


PajeNo. 

7 


REF NBR DESCRIPTION 

01/28/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 3 
01/28/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
01/28/0240000012BANDAGE / BANDAID X- LARGE 

QUANTITY OF 3 
01/28/0240000104STERISTRIP, 0.5"X4" 
01 /28/0240000144SPONGE, GAUZE RAYTEC 4X4 
01/28/0240000163MICROFOAMTAPE 3" PER ROLL 
01/28/0240000303POSITIONER,DONUT AID 
01/28/0240000342POSITIONER, PROTECTOR ELBOW 
01/28/0240000609TUBE, SUCTION 20 FT STERILE 
01/28/0240001262GLOVE, TRIFLEX WHITE 6.5 
01/28/0240001264GLOVE, TRIFLEX WHITE 7 .5 
01/28/0240001481DRAPE, TABLE 44X76 
01/28/0240001516DRAPE, STERIDRAPE 18X24 

QUANTITY OF 8 
01/28/0240001543GOWN, SCRUB LARGE PAPER 

QUANTITY OF 2 
01 /28/0240001668LACTATED RINGERS IN J USP 100 
01/28/0240002354NEEDLE, OR/ER 18GA X 1.5 

QUANTITY OF 4 
01 /28/0240002394SYRINGE , LUERLOCK CONTROL12C 

QUANTITY OF 14 
01/28/0240003742BENZOIN, TINCTURE AMPULE 3M 
01/28/024000 64 5 7SOLUTION , DURAPREP 
01/28/0240016554GLOVE , BIOGEL WHITE 7.5 

QUANTITY OF 3 
01/28/0240019456IVSET, BLOOD PUMP 
01/28/0240058247TOWEL, BLUE O.R. STERILE 12/ 
01/28/0240059254DRAPE, LAP VHA+ 
01/28/0240063187PACK, OEC 5600 C-ARM DRAPE 


TOTAL AMOUNT. 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


30.00 

30.00 

24.30 

24.30 

2.55 

2.55 

4.10 
2.60 

15.50 
3.55 
8.45 
5.90 
1.65 
1.65 
6.65 

75.60 

4.10 
2.60 

15.50 
3.55 
8.45 
5.90 
1.65 
1.65 
6.65 

75.60 

21.00 

21.00 

3.35 
3.40 

3.35 
3.40 

11.20 

11.20 

2.85 
21.00 
22.05 

2.85 
21.00 
22.05 

26.00 
31.75 
23.25 
37.00 

26.00 
31 . 75 
23.25 
37.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER IN^UR ANCF H RFFM Fll FD 

P.O. Box 14790 Baton Rouge. Louisiana 7089B IINSUKAIMUfc MAo BbEN HLbU 


HOSPITAL 


ICES 


£Lk OUR LADY OF THE U 

\\J REGIONAL MEDICAL C E f 
- ■ P.O. Box 14790 • Baton Rouge • LA 7089S-4790 

Pattonft Name Account Number Admission 

DEARIE, DENNIS M 016838070-2022 1 01/22/02 03/02/02 03/05/02 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


Discharge 
Data 


Billing 
Date 


SILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


PatiwtfsNme 

DEARIE, DENNIS M 


i 


Account NBR 


f)16838070-2022 


iBtflDate 

03/05/02 


.PagefJo. 

8 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


POSTING 
DATE 


REF NBR 


DESCRIPTION 


TOTAL AMOUNT . 


INSURANCE 
PORTION 


01/28/0250000300GEN. IND . PER MIN. (1ST 30) 

144. 

00 

144. 

00 

QUANTITY OF 30 





01/28/0250000745SENSOR, SKIN TEMP 

14. 

00 

14. 

00 

01/28/0250000782ANES. MONITORING CHARGE 

251. 

00 

251. 

00 

01/28/0250001353TUBE, ENDO 2.0-9.5 FR 

22. 

50 

22. 

50 

01/28/0250001452TIP, YANKAUER SUCTION 
01/28/0250002252VENTILATOR 

1. 

60 

1. 

60 

12. 

50 

12. 

50 

01/28/0250002372NEEDLE, SPINAL 18-19GA/3.5 

3. 

80 

3. 

80 

01/28/0250002374NEEDLE, SPINAL 20-25GA 3.5" 

14. 

10 

14. 

10 

QUANTITY OF 3 





01/28/0250016841SENSOR GUARD BANDAGE, ADULT 

5. 

30 

5. 

30 

01/28/0250030829FILTER, HME 1000 

3. 

65 

3. 

65 

01/28/ 0265101305GRAM STAIN 

77. 

00 

77. 

.00 

QUANTITY OF 2 





01/28/0265102501VIRUS CULTURE 

76. 

.00 

76. 

.00 

01/28/0265106090AFB SMEAR 

39. 

.50 

39. 

.50 

01/28/0265106095KOH PREP WET MOUNT 

29. 

.00 

29. 

.00 

0 1 /2 8 / 0 2 6 5 1 0 6 1 7 1 CULTURE - EXUD /WOUND / ABSCES S 

116, 

.00 

116. 

.00 

01/28/0265107104CULTURE- ANAEROBIC 

146. 

.00 

146. 

.00 

QUANTITY OF 2 





01/28/0265107203FUNGUS CULTURE 

87. 

.00 

87. 

.00 

01/28/0265107658CULTURE 

116, 

.00 

116 

.00 

01/28/0265107898CULTURE , AFB 

87. 

.00 

87. 

.00 

01/28/0265117658GRIND TISSUE 

26, 

.00 

26. 

.00 

01/28/0265117898CONCENTRATIONAFB 

27, 

.00 

27 

.00 

01/28/0265120337BACTERIALID - SINGLE 

19, 

.25 

19 

.25 

01/28/0265126177SUSCEPTIBILITY- MIC 

23 

.75 

23 

.75 

01/28/0265305005PT 

29 

.00 

29 

.00 

01/28/0280002850SPINE-LUMBARSURVEY 

195 

.00 

195 

.00 

01/28/0280010122FLUOROPROC UP TO 1 HR 

143 

.00 

143 

.00 

01/28/0270000012SURGERY MINUTES 

1 ,457 

.25 

1,457 

.25 


PATIENT 
PORTION 


QUANTITY OF 67 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


£Lk OUR LADY OF THE Vjp 

V gy REGIONAL MEDICAL CE 1 I||r 

■ 'M P.O. Box 14790 . Baton Rouge • LA 70898-4790 

PatieWs Name Account Number 


HOSPITAL 


ICES 


DEARIE, DENNIS M 


Admission 
Date 


Discharge 
Date 


Billing 
Date 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


SILL TO 

DENNIS H DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


'•■|:0- -1 - : - 


INSURANCE BENEFITS ASSIGNED 


Paii&nfs Name 

DEARIE, DENNIS M 


tAcoourtNBR t S« Dale .fegeNa 

►16838070-2022 |03/05/02 | 9 


POSTING 

DATE REFNBR DESCRIPTION TOTAL AMOUNT 

01/28/0250000305GEN. ANESTH. EA SUCCEEDING M 27.00 

QUANTITY OF 27 

01/28/0250000735CATH, IV CATHLON 14-24 GA 1.95 

01/28/0250001759KIT, LTA ANESTH 13.50 

01/28/0240001546GOWN, SCRUB X-LARGE PAPER 40.50 

QUANTITY OF 3 

01/28/0240006437PEN, MARKING REGULAR 4.05 

01/28/0240017251GLOVE, SURG BIOGEL 8 14.80 

QUANTITY OF 2 

01/28/0240019500GLOVE, BIOGEL WHITE 6 7.40 

01/28/0270001056ORTHO SUPPLIES 3 , 900 . 00 

01/28/0283330021RECOVERYROOM MINUTES-2 876.80 

QUANTITY OF 137 

01/28/0275303267CLONAZEPAM1MG TABLET UD 11.. 40 

QUANTITY OF 2 

01/28/0275348409LEVSIN0.125MG TAB 2.00 

QUANTITY OF 2 

01/28/0275780027VENALFAXIMEXR 75MG CAP UD 30.40 

QUANTITY OF 4 

01/28/0275780490TRILEPTAL300MG TABLET UD 6.60 

01/28/0275980893PROMETHAZrNE25MG TAB UD 1.00 

01/28/0275980930TEMAZEPAM30MG CAP UD 5.00 

01/28/0275991584LISINOPRIL10MG TABLET UD 3.60 

01/28/0275991597POTASSIUMCHLORIDE 20MEQ TAB 4.20 

QUANTITY OF 2 

01/28/0275999574TIZANIDINE4MG TAB 3.90 

01/29/0232000002PRIVATE 056001 390 . 00 

01/29/0275205450SUCCINYLCHOLINE 20MG/10ML V 18.80 

01/29/0275269753PROMETHAZINE25MG/ML 1ML AMP 8.50 

01/29/0275780169LOVENOX80 MG PFS 301.40 

QUANTITY OF 2 

01/29/0275 9 924 87FENTANYL 75MCG/HR PATCH 1 EA 385.20 

QUANTITY OF 2 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

27.00 

1.95 
13.50 
40.50 

4.05 
14.80 

7.40 
3,900.00 
876.80 

11.40 

2.00 

30.40 

6.60 
1.00 
5.00 
3.60 
4.20 

3.90 
390.00 
18.80 

8.50 
301.40 

385.20 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER INSURANCE HAS RFFM Pll PR 

P.O. Box 14790 Baton Rouge, Louisiana 70898 IIN&UHAINUt nAo bbtN MLbU 


£L± OUR LADY OF THE Li 

Viy REGIONAL MEDICAL C El 
* m P.O. Box 14790 • Baton Rouge • LA 70898-4790 
PattenTs Name 

DEARIE , DENNIS M 


HOSPITAL 


ICES 


Account Number Admission Discharge Billing 

Date Date Date 

016838070-2022 I 01/22/02 03/02/02 03/05/02 


1 10 rV. L'K i : . ^-vV 1 ; 3j..fc ACCOUK i -J ON AI.*. ^ll-.G Af-.1> l/J^ V* r.f> r r 

FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

6REENWEL SP6S LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patienrt Name 

DEARIE, DENNIS M 


tAcconrtNBR .BHDate .fegeNo. 

U6838070-2022 |03/05/02 ] 10 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


POSTING . 

DATE REF NBR DESCRIPTION 

01/29/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 8 

01/29/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 

01/29/0265305005PT 
01/29/0265305500SED RATE 
01/29/0265600454CRP 

01/29/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
01/29/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
01/29/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
01/29/0275780490TRILEPTAL300MG TABLET UD 
01/29/0275980319WARFARIN SODIUM 5MG TAB UD 
01/29/0275980930TEMAZEPAM30MG GAP UD 
01/29/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/29/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/29/0275999574TIZANIDINE4MG TAB 
01/30/0232000002PRIVATE 056001 
01/30/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 2 
01/30/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
01/30/0275898205SODIUM CHLORIDE .9% VIAL 2 ML 
01/30/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 6 
01/30/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 

01/30/0265305005PT 


INSURANCE 


TOTAL AMOUNT. 

80.00 

PORTION 

80.00 

24.30 

24.30 

29.00 
23.75 
47 SO 
11.40 

29.00 
23.75 
47 50 
11.40 

2.00 

2.00 

30.40 

30.40 

6.60 
2.40 
5.00 
7.20 

6.60 
2.40 
5.00 
7.20 

4.20 

4.20 

3.90 
390.00 
17.00 

3.90 
390.00 
17.00 

301 .40 

301 .40 

8.50 
60.00 

8.50 
60.00 

24 .30 

24.30 

29.00 

29.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


HElgP 


OUR LADY OF THE 

REGIONAL MEDICA 
* ■ P.O. Box 14790 . Baton Rouge . LA 70898-4790 

Patlenrt Name Account Number 

DEARIE, DENNIS M 


HOSPITAL 


ICES 


Date 


Discharge 
Date 


BltOng 
Date 


FOR BILLING INFORMATION CALL 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

BUSINESS OFFICE (EL) PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


► 'V«..;T: :*-l;Ai : .c. '.''LTACi-! : .-«iK »: 


INSURANCE BENEFITS ASSIGNED 


Patent's Nana 

DEARIE , DENNIS M 


• AtromtNBR .BMDate .PegtNo. 

P16838070-2022 03/05/02 11 


POSTING 

DATE REF NBR DESCRIPTION 

01/30/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
01/30/0275348409LEVSIN0.125MG TAB 

QUANTITY OP 2 
01/30/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
01/30/0275780490TRILEPTAL300MG TABLET UD 
01/30/0275980319WARFARINSODIUM 5MG TAB UD 
01/30/0275980930TEMAZEPAM30MG CAP UD 
01/30/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/30/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/30/0275999574TIZANIDINE4MG TAB 
01/31/0232000002PRIVATE 056001 
01/31/027512 6 65 6HYDROMORPHONE 4HG/1ML AMP 
01/31/0275269753PROMETHAZINE25MG/ML 1ML AMP 
01/31/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
01/31/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 8 
01/31/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
01/31/0240001680SODCHL .9% DUAL SPOUT 500ML 
01/31/0240019456IVSET, BLOOD PUMP 
01/31/0265305005PT 

01/31/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 

01/31/0275348409LEVSIN0.125MG TAB 

QUANTITY OF ' 2 

01/31/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 

01/31/0275780490TRILEPTAL3O0MG TABLET UD 


TOTAL AMOUNT 

11.40 

2.00 

30.40 

6.60 
2.40 
5.00 
7.20 

4.20 

3.90 
390.00 
10 . 60 

8.50 
301.40 

80.00 

24 .30 

2.35 
26.00 
29.00 
11 .40 

2.00 

30.40 

6.60 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED 8Y YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

11.40 

2.00 

30.40 

6.60 
2.40 
5.00 
7.20 

4.20 

3.90 
390.00 
10.60 

8.50 
301.40 

80.00 

24.30 

2.35 
26 . 00 
29.00 
11.40 

2.00 

30.40 

6.60 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE UKE 


HOSPITAL 


ICES 


' ■ P.O. Box 14790 • Baton Rouge • LA 70890-4790 
Patient's Name Account Number 

DEARIE, DENNIS M 016838070-2022 1 01/22/02 03/02/02 03/05/02 


Admission 
Date 


Discharge 
Date 


Billing 
dale 


:-v:;: - i :■ : 1 ;c i\ h w. .^.t <vxouk j -H'.uJLf! on ai/. m-s a,v:; i/;^ ^x'-> or*,; 
FOR BILLING INFORMATION CALL 


BUSINESS OFFICE (EL) PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 

greenwel spgs la 70739-3530 Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 

■ AanntNBR .Dill Dale 

P16838070-2022 |03/05/02 


PatanrsNamtf 

DEARIE, 


DENNIS M 


.Page Mo. 

12 


POSTING 

DATE REFNBR DESCRIPTION 

01/31/0275980319WARFARINSODIUM 5MG TAB UD 

QUANTITY OF 2 
01/31/0275980930TEMAZEPAM30MG CAP UD 
01/31/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
01/31/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
01/31/0275999574TIZANIDINE4MG TAB 
02/01/0232000002PRIVATE 056001 
02/01/027512660 7 H YDROMORPHONE 2MG/1ML AMP 
02/01/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 3 
02/01/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 2 
02/01/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
02/01/02759924 8 7FENTANYL 75MCG/HR PATCH 1 EA 

QUANTITY OF 2 
02/01/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 4 
02/01/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
02/01/0265005456COMPREHENSIVEMETABOLIC PANE 
02/01/0265301105CBCWITH AUTO DIFF 
02/01/0265305005PT 
02/01/0265305500SED RATE 
02/01/0265600454CRP 

02/01/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 

02/01/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 

02/01/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 8 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


4.80 

4.80 

5 . 00 
7.20 

5 . 00 
7.20 

4.20 

4.20 

3.90 
390.00 
10.00 
31.80 

3.90 
390.00 
10.00 
31.80 

17.00 

17.00 

301.40 

301.40 

385.20 

385.20 

40.00 

40.00 

24.30 

24.30 

131.00 
48.25 
29.00 
23.75 
47.50 
11 .40 

131.00 
48.25 
29.00 
23.75 
47.50 
11.40 

2.00 

2.00 

60.80 

60.80 


OUR LADY OFTHE LAKE REGIONAL MEDICAL CENTER |MC| IRANPF HA9 RFFN Fll FR 

P.O. Box 14790 Baton Rouge. Louisiana 70898 IInoUHAInL/C MAo bbbN hILbU 


miME 


HOSPITAL 


ICES 


£J4 OUR LADY OF THE 

Vly REGIONAL MEDIC Al 

jBT P.O. Box 14790 •Baton Rouge. LA 70898-4790 

Patient's Name Account Number Admission Discharge Billing 

Data Dale Date 

DEARIE, DENNIS M 016838070-2022 1 01/22/02 03/02/02 03/05/02 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


COMPENSATION 


CO 7 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


INSURANCE BENEFITS ASSIGNED 


PafanfsNatrw 

DEARIE, DENNIS M 


Account N3R iBMOate .ftfleNa 

16838070-2022 03/05/02 13 


POSTING 

DATE REF NBR DESCRIPTION 

02/01/0275780490TRILEPTAL300MG TABLET UD 
02/01/0275980314WARFARINSOD 10MG TAB UD 
02/01/0275980732BACLOFEN10MG TAB UD 

QUANTITY OF 3 
02/01/0275980930TEMAZEPAM30MG CAP UD 
02/01/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 3 
02/01/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 3 
02/01/0275999574TIZANIDINE4MG TAB 

QUANTITY OF 2 
02/02/0232000002PRIVATE 056001 
02/02/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 3 
02/02/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 2 
02/02/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
02/02/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 

02/02/0265305005PT 

02/02/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
02/02/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
02/02/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
02/02/0275780490TRILEPTAL300MG TABLET UD 
02/02/0275980732BACLOFEN10MG TAB UD 

QUANTITY OF '< 3 
02/02/0275980930TEMAZEPAM30MG CAP UD 
02/02/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 


TOTAL AMOUNT 

6.60 
3.70 
7.80 

INSURANCE 
PORTION 

6.60 
3.70 
7.80 

5.00 
10.80 

5.00 
10.80 

6.30 

6.30 

7.80 

7.80 

390.00 
31.80 

390.00 
31.80 

17.00 

17.00 

301.40 

301.40 

24.30 

24.30 

29.00 
11.40 

29.00 
11.40 

2.00 

2.00 

30.40 

30.40 

6.60 
7.80 

6.60 
7.80 

5.00 
7.20 

5.00 
7.20 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


PATIENT 
PORTION 


?o R p^PI<S'; 1 ? iE B LAKE I REG,0N ? L MED,CAL CENTER INSURANCE HAS BEEN FILED 

P.O. Box 14790 Baton Rouge, Louisiana 70898 



OUR LADY OF THE 

REGIONAL MEDICAL CEMER 

P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Pattern's Name 

DEARIE , DENNIS M 


HOSPITAL 


ICES 


Account Number 

016838070-2022 I 


Admission 
Date 

01/22/02 


Discharge 
Date 


Billing 
Date 


;c-r';-. ik :i w.o (\ccolk; ^awlh on ai.*. ^jmc A^t-v* ^*omta rr 
FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


03/02/02 03/05/02 
PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


I 


AccoiiitNBfl 


tBiSDate 


P16838070-2022 03/05/02 | 14 


Patonfs Nanw 

DEARIE, DENNIS M 

POSTING 

DATE REFNBR DESCRIPTION 

02/02/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
02/02/0275999574TIZANIDINE4MG TAB 

QUANTITY OF 3 
02/03/0232000002PRIVATE 056001 
02/03/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 8 
02/03/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 5 
02/03/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
02/03/0275992487FENTANYL75MCG/HR PATCH 1 EA 
02/03/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 

02/03/0265305005PT 

02/03/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
02/03/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
02/03/0275780027VENALFAXIMEXR 75MG GAP UD 

QUANTITY OF 4 
02/03/0275780490TRILEPTAL300MG TABLET UD 
02/03/0275980314WARFARINSOD 10MG TAB UD 
02/03/0275980732BACLOFEN10MG TAB UD 

QUANTITY OF 3 
02/03/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
02/03/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
02/03/0275999574TIZANIDINE4MG TAB 

QUANTITY OF 3 
02/04/0232000002PRIVATE 056601 


.Page Ma 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED 8Y YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 



a on 

11 • 70 

11 . 70 

390 . 00 
84.80 

<^ ft ft ft ft 

390 . 00 
84.80 

42.50 

42.50 

301.40 

301.40 

192.60 
24 . 30 

192.60 
24 .30 

29.00 
11.40 

29.00 
11.40 

2.00 

2.00 

30.40 

30.40 

6.60 
3.70 
7.80 

6.60 
3.70 
7.80 

7.20 

7.20 

4.20 

4.20 

11.70 

11.70 

390.00 

390.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


OUR LADY OF THE IME 


HOSPITAL 


ICES 


P.O. Box 14790 • Baton Rouge • LA 7089S-4790 
Pattenfa Name Account Number 

DEARIE, DENNIS M 


Admission 

Date 

016838070-2022 I 01/22/02 03/02/02 03/05/02 


Dischaipe 
Date 


Billing 
Date 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS H DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


Mils .: s. 


INSURANCE BENEFITS ASSIGNED 


PatanfsNam 

DEARIE , DENNIS M 


AceartNBfl 

16838070-2022 


iBHDate .ftgeNs. 

03/05/02 15 


POSTING 

DATE REFNBR DESCRIPTION TOTAL AMOUNT 

02/04/0275126656HYDROMORPHONE4MG/1ML AMP 53.00 

QUANTITY OP 5 

02/04/0275269753PROMETHAZINE25MG/ML 1ML AMP 17.00 

QUANTITY OF 2 

02/04/0275780169LOVENOX80 MG PFS 301.40 

QUANTITY OF 2 

02/04/0275992487FENTANYL75MCG/HR PATCH 1 EA 192.60 

02/04/0275993600MIRTAZAPINE15MG TAB 24.30 

QUANTITY OF 3 

02/04/0240001597SET, IV EXTENSION 7" 4438 5.30 

02/04/0240002344INSYTENEEDLE 22G X 1" 3.35 

02/04/0240003790IV START KIT 5.05 

02/04/0240061842ADAPTER, CLAVE MALE LL 7.65 

02/04/0265305005PT 29.00 

02/04/0265305500SEDRATE 23.75 

02/04/0265600454CRP 47.50 

02/04/0275303267CLONAZEPAM1MG TABLET UD 17.10 

QUANTITY OF 3 

02/04/0275348409LEVSIN0.125MG TAB 2.00 

QUANTITY OF 2 

02/04/0275780027VENALFAXIMEXR 75MG CAP UD 30.40 

QUANTITY OF 4 

02/04/0275780490TRILEPTAL300MG TABLET UD 6.60 

02/04/0275980314WARFARINSOD 10MG TAB UD 3.70 

02/04/0275980732BACLOFEN10MG TAB UD 10.40 

QUANTITY OF 4 

02/04/0275991584LISINOPRIL10MG TABLET UD 7.20 

QUANTITY OF 2 

02/04/0275991597POTASSIUMCHLORIDE 20MEQ TAB 4.20 

QUANTITY OF i 2 

02/04/0275999574TIZANIDINE4MG TAB 11.70 

QUANTITY OF 3 

02/05/0232000002PRIVATE 056601 390.00 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 

53.00 

17.00 

301.40 

192.60 
24.30 

5.30 
3.35 
5.05 
7.65 
29.00 
23.75 
47.50 
17.10 

2.00 

30.40 

6.60 
3.70 
10.40 

7.20 

4.20 

11.70 

390.00 


PATIENT 
PORTION 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER INSURANCE HAS BEEN FILED 

P.O. Box 14790 Baton Rouge, Louisiana 70898 IINOUriMINOC rlMb BLLIM MLfcU 



OUR LADY OF THE 

VlT" REGIONAL MEDICAL CEi'JTCR 
' m P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Patent's Name Account Number 

DEARIE, DENNIS M 


HOSPITAL 


ICES 


Admission 


Discharge 
Date 


Date 


FOR BILLING INFORMATION CALL BUSINESS OFFICE (EL) 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 
GREENWEL SPGS LA 70739-3530 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


C07 


INSURANCE BENEFITS ASSIGNED 


DEARIE, DENNIS M 


AccowtNBR .Bifl Date .PageNa 

16838070-2022 03/05/02 16 


POSTING 

DATE REF NBR DESCRIPTION 

02/05/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 8 
02/05/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 2 
02/05/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
02/05/0275993422HYDROMORPHONE1MG AMPUL 1 ML 
02/05/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 

02/05/0265305005PT 

02/05/0275303267CLONAZEPAM1MG TABLET UD 

QUANTITY OF 2 
02/05/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
02/05/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
02/05/02757804 90TRILEPTAL300MG TABLET UD 
02/05/0275980314WARFARINSOD 10MG TAB UD 
02/05/0275980732BACLOFEN10MG TAB UD 

QUANTITY OF 4 
02/05/0275980930TEMAZEPAM30MG CAP UD 
02/05/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 
02/05/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
02/05/0275999574TIZANIDINE4MG TAB 

QUANTITY OF 3 
02/06/0232000002PRIVATE 056601 
02/06/027512660 7HYDROMORPHONE 2MG/1ML AMP 

QUANTITY OF 10 
02/06/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 3 


TOTAL AMOUNT. 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


84 . 80 

84 

. 80 

17.00 

17 

.00 

301.40 

301 

.40 

10.00 

10 

.00 

24 . 30 

24 

.30 

29.00 

29 

.00 

11.40 

11 

.40 

2.00 

2 

.00 

30.40 

30 

.40 

6.60 

6 

.60 

3.70 

3 

.70 

10.40 

10 

.40 

5.00 

5 

.00 

7.20 

7 

.20 

4.20 

4 

.20 

11.70 

11 

.70 

390.00 

390 

.00 

100.00 

100 

.00 

31.80 

31 

.80 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE HAS BEEN FILED 


LADY OF THE I^E 

fNAL MEDICAL CEWER 


OUR LADY OF THE \ 
yly reqio 

' M P.O. Box 14790 • Baton Rouge • LA 70898-4790 

Patau's Name Account Number 

DEARIE, DENNIS M 


HOSPITAL 


v. 

# 


ICES 


Admission 


Discharge 
Dale 


BOOrtg 
Date 


;c p.-. i\ , : ; < w; sj-.l ACCObK i jM-sun aj;. »ko-j am; v?\ w«y r*r* r f 
FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


016838070-2022 I 01/22/02 03/02/02 03/05/02 

PHONE 225/765-8872 

FEDERAL I.D. 72*0423651 


BILL TO 

DENNIS M DEARIE 
15431 RED MAPLE PL 

greenwel spgs la 70739-3530 Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patent Name' 

DEARIE, DENNIS M 


POSTING 
DATE 


REFNBR 


DESCRIPTION 


AocotfttNBR iBiSDato .fegeNa 

16838070-2022 |03/05/02 | 17 

TOTAL AMOUNT . 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


02/06/0275269753PROMETHAZINE25MG/ML 1ML AMP 

'17. 00 

17. 

00 

QUANTITY OF 2 





02/06/0275780169LOVENOX80 MG PFS 

301. 

40 

301. 

40 

QUANTITY OF 2 





02/06/0275992487FENTANYL 75MCG/HR PATCH 1 EA 

192. 

60 

192. 

60 

02/06/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

30. 

00 

30. 

00 

QUANTITY OF 3 





02/06/0275993600MIRTAZAPINE15MG TAB 

24. 

30 

24. 

30 

QUANTITY OF 3 





02/06/0265305005PT 

29. 

00 

29. 

00 

02/06/0265305500SED RATE 

23 . 

75 

23. 

75 

02/06/0265600454CRP 

47. 

50 

47. 

50 

02/06/0275303267CLONAZEPAM1MG TABLET UD 

11. 

40 

11. 

40 

QUANTITY OF 2 





02/06/0275348409LEVSIN0.125MG TAB 

2-. 

00 

2. 

00 

QUANTITY OF 2 





02/06/0275780027VENALFAXIMEXR 75MG CAP UD 

30. 

40 

30. 

40 

QUANTITY OF 4 





02/06/0275780490TRILEPTAL300MG TABLET UD 

6. 

60 

6. 

60 

02/06/027598031 4WARFARIN SOD 10MG TAB UD 

3. 

70 

3. 

70 

02/06/0275980732BACLOFEN10MG TAB UD 

15. 

60 

15. 

60 

QUANTITY OF 6 





02/06/0275980893PROMETHAZINE25MG TAB UD 

1. 

00 

1. 

00 

02/06/0275980930TEMAZEPAM30MG CAP UD 

5. 

00 

5. 

00 

02/06/0275991584LISINOPRIL10MG TABLET UD 

7. 

20 

7. 

20 

QUANTITY OF 2 





02/06/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

4. 

20 

4 . 

20 

QUANTITY OF 2 





02/06/0275999574TIZANIDINE4MG TAB 

.u. 

70- 

. ..... 11. 

70 

QUANTITY OF i 3 





02/07/0232000002PRIVATE \ 056601 

390. 

00 

390. 

00 

02/07/0275126607HYDROMORPHONE2MG/1ML AMP 

60. 

00 

60. 

00 


PATIENT 
PORTION 


QUANTITY OF 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER imci id AMpc uao Rccm cii en 

P.O. Box 14790 Baton Rouge, Louisiana 70898 IINbUHANOfc MAo bbhN PILED 


HELigE 


HOSPITAL 


ICES 


OUR LADY OF THE U 

REGIONAL MEDICAI 
W P.O. Box 14790 ♦ Baton Rouge • LA 70898-4790 

Patient's Name Account Number Admission 

DEARIE, DENNIS M 016838070-2022 I 01/22/02 03/02/02 03/05/02 

FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


Discharge 
Dale 


BltOng 
Date 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


■■■MO-".: 


INSURANCE BENEFITS ASSIGNED 


DEARIE , DENNIS M 


I)' 


Account NBR .BiD Date .Page Ma 

16838070-2022 03/05/02 18 


POSTING 

DATE REF NBR DESCRIPTION 

02/07/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 3 
02/07/0275269753PROMETHAZINE25MG/ML 1ML AMP 

QUANTITY OF 3 
02/07/0275780169LOVENOX80 MG PFS 

QUANTITY OF 2 
02/07/0275991228HEPARIN 25000 UNIT/0.45% NAC 
02/07/027599248 7FENTANYL 75MCG/HR PATCH 1 EA 
02/07/0275993422HYDROMORPHONE1MG AMPUL 1 ML 

QUANTITY OF 3 
02/07/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
02/07/0240019459IVSET f PRIMARY W/O FILTER 
02/07/0252009621IV PUMP 
02/07/0265301105CBCWITH AUTO DIFF 
02/07/0265303901PTT 
02/07/0265305005PT 

QUANTITY OF 2 
02/07/0263215154NM-INDIUMWBC WB 
02/07/0265215254NM-IN-111LABLED WBC 500UCI 
02/07/0275303267CLONAZEPAH1MG TABLET UD 

QUANTITY OF 2 
02/07/0275348409LEVSIN0.125MG TAB 

QUANTITY OF 2 
02/07/0275780027VENALFAXIMEXR 75MG CAP UD 

QUANTITY OF 4 
02/07/0275780490TRILEPTAL300MG TABLET UD 
02/07/0275980323WARFARIN SODIUM 7.5MG TAB UD 
-02/07/0275980732BACLOFEN10MG TAB UD 

QUANTITY OF \ 6 
02/07/0275980930TEMA2EPAM30MG CAP UD 
02/07/0275991584LISINOPRIL10MG TABLET UD 

QUANTITY OF 2 


TOTAL AMOUNT . 


INSURANCE PORTION iS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPLIED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


31.80 

31.80 

25.50 

25.50 

301.40 

301.40 

42.50 
192.60 
30.00 

42.50 
192.60 
30.00 

.24.30 

24.30 

10.00 
43.00 
48.25 
33.00 
58.00 

10.00 
43.00 
48.25 
33.00 
58.00 

530.00 
687.00 
11.40 

530.00 
687.00 
11.40 

2.00 

2.00 

30.40 

30.40 

6.60 
3.60 
15.60 

6.60 
3.60 
15.60 

5.00 
7.20 

5.00 
7.20 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER IN^URANPF HA<? RFFM Fll Pn 

P.O. Box 14790 Baton Rouge, Louisiana 70898 IIN&UHANUt HAb BbEN FILED 


HEI^KE 

>L CEWER 


HOSPITAL 4H7ICES 


^Lb OUR LADY OF THE 

VBy REGIONAL MEDICAI 

' ■ P.O. Box 14790 • Baton Rouge • LA 70898-4790 
Patient's Name * Account Number 

DEARIE, DENNIS M 016838070-2022 T 01722/02 03/02/02 037~05/02 

; . L> : % \0 w. i'K X ^V. .-y-.u ACCOLK ! WJiWU'l OS Al.\ .KC-J MIKG AM- CVJ V=«V) f .orVr 

FOR BILLING INFORMATION GALL BUSINESS OFFICE (EL) 


DischarQO. 
Data 


BBOng 
Oat* 


BILL TO 

DENNIS M DEARIE 

15431 RED MAPLE PL 

GREENWEL SPGS LA 70739-3530 


PHONE 225/765-8872 

FEDERAL I.D. 72-0423651 

Hospital Has Private Rooms Only 


COMPENSATION 


CO 7 


INSURANCE BENEFITS ASSIGNED 


Patent's Name 

DEARIE, DENNIS M 


I Aocouit N3R 

P16838070-2022 


iBMDate .Pace Ma 

03/05/02 19 


POSTING . 

DATE REF NBR DESCRIPTION 

02/07/0275991597POTASSIUMCHLORIDE 20MEQ TAB 

QUANTITY OF 2 
02/07/0275999574TIZANIDINE4MG TAB 

QUANTITY OF 3 
02/08/0232000002PRIVATE 056601 
02/08/0275126607HYDROMORPHONE2MG/1ML AMP 

QUANTITY OF 4 
02/08/0275126656HYDROMORPHONE4MG/1ML AMP 

QUANTITY OF 12 
02/08/0275269753PROMETHAZINE25MG/ML 1ML AMP 
02/08/0275780169LOVENOX80 MG PFS 
02/08/0275991228HEPARIN25000 UNIT/0.45% NAG 
02/08/0275993422HYDROMORPHONE1MG AMPUL 1 ML 
02/08/0275993600MIRTAZAPINE15MG TAB 

QUANTITY OF 3 
02/08/0284100015IV-START/RESTART 
02/08/0240000048DRESSING, TEGADERM 2 . 38X2 . 75 

QUANTITY OF 3 
02/08/0240001597SET, IV EXTENSION 

QUANTITY OF 
02/08/0240002344INSYTENEEfiLE 22G X 

QUANTITY OF 
02/08/0240003790IV START KIT 

QUANTITY OF 2 
02/08/0240061842ADAPTER, CLAVE MALE LL 
02/08/0240061843PORT,NEEDLELESSVALVE W/T-CO 
02/08/0252009621IV PUMP 
02/08/0265303901PTT 

QUANTITY OF 3 
02/08/0265304800PLATELET COUNT 
02/08/0265305005PT 
02/08/0263215154NM-INDIUMWBC WB 


7" 4438 
2 
1" 
3 


\ 


TOTAL AMOUNT 


INSURANCE PORTION IS COMPUTED 
ACCORDING TO THE INFORMATION 
SUPPUED BY YOUR INSURANCE CARRIER 


INSURANCE 
PORTION 


PATIENT 
PORTION 


4.20 

4 . 20 

11 . 70 

11 . 70 

390.00 
40.00 

390.00 
40.00 

127.20 

127.20 

8:. 50 
150.70 
42 . 50 
10 . 00 
24.30 

8.50 
150 . 70 
42.50 
10 . 00 
24 . 30 

32.00 
3.45 

32.00 
3.45 

10.60 

to: 60 

10.05 

10 . 05 

10.10 

10 . 10 

T.65: 
9.65 

43.00. 

99.00 

7 . 65 
9.65 
43.00 
99.00 

36". 25 
29.00 
530 . 00 

36.25 
29.00 
530.00 


OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 

P.O. Box 14790 Baton Rouge, Louisiana 70898 


INSURANCE. HAS BEEN FILED 


THE 


BATON BATON ROUGE I^JIC, AMC 
ROIJ<~F R0 - BOX 6488 * 
CLINIC BAT0N R0UGE ' 70896-4887 


AMC 

Established 1946 


MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID # 72-1 1 1 1 41 7 


ADDRESSEE: 


IF PAYING BY MASTERCARD, DISCOVER, VISA OR AMERICAN EXPRESS, FILL OUT BELOW. 


□ 

MASTERCARD 


ECK CARD USED FOR PAYMENT 
VISA 


ISCOVER 


STATEMENT DATE 

02/04/02 


PAGE: 1 


□ 

AMERICAN EXPRESS 


PAY THIS AMOUNT 
922.21 


SHOW AMOUNT , 
PAID HERE < 


REMIT TO: ' 


ACCT. # 

1867539 


ll...lll...l...l..ll.l,l,„.ll..l,l,.,ll,ll„„,ll....lll.l..l 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


ll...lll...l..l.l.l...ll.„l„ll„l,l, l |,| l , l ll..l,l.„ll„|,| 

BATON ROUGE CLINIC, AMC 
P.O. BOX 64887 

BATON ROUGE, LA 70896-4887 


□ Please check box if address is incorrect or insurance 
information has changed, and indicate changes) on reverse side. 


STATEMENT please 


DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ACCOUNT NO. 1867539 


ICD9 


DATE 


DR 


PATIENT NAME 


P 
O 
S 


I 

N 

S 


CPT4 


SERVICE RENDERED 


AMOUNT 


724.2 012102 110 DENNIS 

Referring Phy: 
453.8 012402 110 DENNIS 

Referring Phy: 
Hospital : 
012502 110 DENNIS 

Referring Phy: 
Hospital : 
012802 110 DENNIS 

Referring Phy: 
Hospital : 
012602 110 DENNIS 
012702 110 DENNIS 

Referring Phy: 
Hospital; 
012902 110 DENNIS 

Referring Phy: 
Hospital : 
996.62 012502 131 DENNIS 

Referring Phy: 
Hospital : 
013002 110 DENNIS 

Referring Phy: 


453.8 


453.8 


453.8 
401.9 


453.8 


453.8 


3 99213 
COOLEY, RICHARD 

1 99232 
COOLEY, RICHARD 
OUR IiADY OF THE 

1 99232 
COOLEY, RICHARD 
OUR LADY OF THE 

1 99232 
COOLEY, RICHARD 
OUR LADY OF THE 

1 99232 

1 99232 
COOLEY, RICHARD 
OUR LADY OF THE 

1 99232 
COOLEY, RICHARD 
OUR LADY OF THE 

1 36535 
AZMEH, WAREF 
OUR LADY OF THE 

1 99231 
COOLEY, RICHARD 


ESTAB PT O V, EXP PBLM FOC 
TODD 

SUBSEQ HOSP VISIT LEVEL 2 
TODD 
LAKE 

SUBSEQ HOSP VISIT LEVEL 2 
TODD 
LAKE 

SUBSEQ HOSP VISIT LEVEL 2 
TODD 
LAKE 

SUBSEQ HOSP VISIT LEVEL 2 
SUBSEQ HOSP VISIT LEVEL 2 

TODD 

LAKE 

SUBSEQ HOSP VISIT LEVEL 2 
TODD 
LAKE 

REMOVE IMP VA PORT 
LAKE 

SUBSEQ HOSP VISIT LEVEL 1 
TODD 


INDICATES INSURANCE HAS BEEN FILED 


59.00 
74.00 

74.00 

74.00 


74.00 
74.00 


74.00 


370.00 


49,00 


LAST PAY DATE 

CLOSING DATE 

07/13/00 

02/04/02 


If "PAY THIS AMOUNT" shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. 

BATON ROUGE CLINIC, AMC 

VISIT OUR WEB SITE AT www.batonrougeclinic.com oR 


ACCOUNT 
BALANCE ►►►► 


922.21 


THE 


BATON l A I°"™"?I0 mo > AMC 
CLINIC BAT0N R0UGE » 70896 " 4887 

AMC 

Established 1946 

MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID # 72-1 1 1 1 41 7 


ADDRESSEE: 


1 1 ... 1 1 1 ... I ... I 1 1 . 1 . 1 .... 1 1 I . I ... II . 1 1 ||.,„III,I„| 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


IF PAYING BY MASTERCARD, DISCOVER. VISA OR AMERICAN EXPRESS, RLL OUT BELOW. 

MASTERCARD 

jffife£HECK CARD USED FOR PAYMEN1 

r 

PHl AMERICAN EXPRESS 

{ 

U 

[discover 

IE VISA 

CARD NUMBER 

AMOUNT 

SIGNATURE 

EXP. DATE ' 

STATEMENT DATE 

02/04/02 

PAY THIS AMOUNT 

922.21 

ACCT. # 

1867539 

PAGE: 2 

SHOW AMOUNT a 
PAID HERE $ 


REMIT TO: 


ll...lll...l..l.l.l...ll..,l..ll.,l,l,.l,l„.ll.,l,l„,ll„i,i 

BATON ROUGE CLINIC, AMC 
P.O. BOX 64887 

BATON ROUGE, LA 70896-4887 


□ Please check box If address is Incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


STATEM ENT please detach and return top portion with your payment 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ACCOUNT NO. 1867539 


ICD9 





P 

1 


DATE 

DR 

PATIENT NAME 

O 

N 

CPT4 




S 

S 


SERVICE RENDERED 


AMOUNT 


Hospital : 


OUR LADY OF THE LAKE 
PRIVATE PAY 


Balance 



..-?> m%m3$k m -m m % 


as sm 


* INDICATES INSURANCE HAS BEEN FILED 


: -car: ■'^ > i^^ : - 


LAST PAY DATE 

CLOSING DATE 

07/13/00 

02/04/02 


If "PAY THIS AMOUNT" shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. 

BATON ROUGE CLINIC, AMC 


ACCOUNT 
BALANCE ►►►► 


922.21 


VISIT OUR WEB SITE AT www.batonrougeclinic.com 
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149 


THE 

BATON 
ROUGE 
CLINIC 

AMC 

Established 1946 


BATON ROUGB^jfcllC, AMC 

P. O. BOX 64887 

BATON ROUGE, LA 70896-4887 


MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID # 72-1111417 


ADDRESSEE: 


llmlll...l...l..ll.l.l...,ll..l.l,„ll,ll ll.mlll.LI 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


IF PAYING BY MASTERCARD, DISCOVER, VISA OR AMERICAN EXPRESS. FILL OUT BELOW. 

^jgp MASTERCARD BJ^P&COVER 

ISED FOR PAYMENT 

MHfl VISA PUS AMERICAN EXPRESS 

CARD NUMBER 

AMOUNT 

SIGNATURE 

EXP. DATE 

STATEMENT DATE 

03/04/02 

PAY THIS AMOUNT 

2197.21 

ACCT. # 

1867539 

PAGE: 1 

SHOW AMOUNT a 
PAID HERE S> 


REMIT TO: 


ll...lll...l..l.l.l,..ll...l..ll..l.l..l.l...lt..l.l...ll..l.l 

BATON ROUGE CLINIC, AMC 

P.O. BOX 64887 

BATON ROUGE, LA 70896-4887 


□ Please check box If address is incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


STATEMENT PLEASE 


DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE BUSINESS OFFICE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ACCOUNT NO. 1 867539 


ICD9 


DATE 


DR 


PATIENT NAME 


P 
O 

S 


I 

N 

S 


CPT4 


SERVICE RENDERED 


AMOUNT 


453.8 013102 110 DENNIS 

Referring Phy: 

Hospital: 
453,8 020102 110 DENNIS 

Referring Phy: 

Hospital : 
453.8 020202 052 DENNIS 

Referring Phy: 

Hospital : 
453.8 020302 052 DENNIS 

Referring Phy: 

Hospital: 
453.8 020402 110 DENNIS 

Referring Phy: 

Hospital: 
453.8 020502 110 DENNIS 

Referring Phy: 

Hospital : 
453.8 020602 110 DENNIS 

Referring Phy: 

Hospital: 
453.8 020702 110 DENNIS 

•• . Referring Phy: 

♦INDICATES INSURANCE HAS BEEN FILED 


1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99232 SUBSEQ 

BRANDT , HAROLD 
OUR LADY OF THE LAKE 

1 99232 SUBSEQ 

BRANDT, HAROLD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 


HOSP VISIT LEVEL 1 
HOSP VISIT LEVEL 1 
HOSP VISIT LEVEL 2 
HOSP VISIT LEVEL 2 
HOSP VISIT LEVEL 1 
HOSP VISIT" LEVEL 1 
HOSP VISIT LEVEL 1 
HOSP VISIT LEVEL 1 


49.00 
49.00 
74.00 
74.00 
49.00 
49.00 
49.00 
49.00 


LAST PAY DATE 

CLOSING DATE 

07/13/00 

03/04/02 


If "PAY THIS AMOUNT" shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. 

BATON ROUGE CLINIC, AMC 


ACCOUNT 
BALANCE ►►►► 


2197.21 


VISIT OUR WEB SITE AT www.batonrougeclinic.com 


THE 

BATON BATON ROUGE! J^IC, AMC 

ROIIT"F P-0. BOX 64887 

>VikiV^ BATON ROUGE, LA 70896-4887 
CLINIC 

AMC 

Established 1946 

MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID #72-1111417 


ADDRESSEE: 


yqjjjjjjp UASTERCARD K&j^^BSCUVcn 

art un iwciuwui CArnwo, riLk uu i ocu/n. 
ISED FOR PAYMENT 
■Pi □ 

V^SA HKflil AMERICAN EXPRESS 

CARD NUMBER 

- ' * ■•.* "', ' ■ ' 

AMOUNT 

9GNATUS , 

EXP. DATE 

STATEMENT DATE 

03/04/02 

RAY THIS AMOUNT 
2197.21 

ACCT.# 

1867539 

PAGE: 2 

SHOW AMOUNT £ 
MID HERE S> 


REMIT TO: 


1 1 ... f 1 1 ... I ... I .. 1 1 . 1 . 1 .... 1 1 .. I . I ... M .t I ..... 1 1 .... 1 1 1 . 1 I 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


II...III...I..I.I.I...II...I..II..I.I..I.I...IU.I...II..I.I 

BATON ROUGE CLINIC, AMC 

P.O. BOX 64887 

BATON ROUGE, LA 70896-4887 


□ Please check box if address is incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE BUSINESS OFFICE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ACCOUNT NO. 


1867539 


ICD9 





P 

1 


DATE 

DR 

PATIENT NAME 

O 

N 

CPT4 




S 

S 



SERVICE RENDERED 


AMOUNT 


Hospital: 
453.8 020802 110 DENNIS 

Referring Phy 

Hospital: 
453.8 020902 064 DENNIS 

Referring Phy 

Hospital: 
453.8 021202 110 DENNIS 

Referring Phy 

Hospital: 
453.8 021302 110 DENNIS 

Referring Phy 

Hospital: 
453.8 021402 110 DENNIS 

Referring Phy 

Hospital : ; . 
453.8 021502' 110 DENNIS 

Referring Phy 

Hospital : 
453.8 021702 051. DENNIS 

M Referring Phy 

Hospital: 
453.8 021602 051 DENNIS ; 

'"r: § \-- : ;'* ^ - 

* INDICATES INSURANCE HAS BEEN FILED 


OUR LADY OF THE LAKE 

1 99231 SUBSEQ HOSP VISIT 

COOLE Y , RICHARD TODD . - "■' J^'&M&^~ «~« ^ v ^ 

OUR LADY OF THE LAKE " - 

1 99231 SUBSEQ HOSP VI S IT^LEVEXJ ^ , o 

BECKER, ROGER , . ... ^mM^^^^ 


' LEVEL ;;1 /^rf.ifet- 49 QO 


OUR LADY OF THE LAKE ' - ^^^^^g^^^^M^P^ 

1 99231 SUBSEQ HOSP VI S IT^.IiEVEt^K- "S^ir : ^ i -4 Q Oh ^ 



: COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ HOSP VISIT 

: COOLEY, RICHARD TODD 

OUR LADY OF THE LAKE ^ ' ' 3 

1 99231 SUBSEQ: HOSP- VISIT" LEVEL T. " 

' ■SSfSii'S^S » ;w » 

1 99231 -SUBSEQV HOSP VISIT LEVEL 1 

: COOLEY, RICHARD ,TODDg:^^>^ |p jgM MM WS. Si "*? £ 
OUR LADY OF THE LAKE f " 1 

^ 99231 ~ -SUBSEQ- HOS R^VIS IT^LEVEL L. 
ALVAREZ, FRANK • * •' * feCp^ ~ - 


1- 


* 49 . 00 
.49 .00 
49.00 


OUR LADY OF THE LAKE: jg*^ "^^^^^fW-:-. 
, 1 ' * V99231 — — - - 


^49.00 


If "PAY THIS AMOUNT" shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. 

BATON ROUGE CLINIC, AMC 


LAST PAY DATE 

CLOSING DATE 

07/13/00 

03/04/02 



ACCOUNT 
BALANCE ►►►► 


2197.21 


VISIT OUR WEB SITE AT www.batonrougeclinic.com 


36 


eAnic, amc 

187 

BATON ROUGE, LA 70896-4887 


. THE 

BATON BATON ROUGI 

ROUGE P O BOX 64887 
CLINIC 

AMC 

Established 1946 


MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID # 72-1 1 1 1 41 7 


ADDRESSEE: 


ll...lll...l...l..ll.l.l....ll..l.l...ll.ll...,.ll...,lll,l„l 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


IF PAYING BY MASTERCARD, DISCOVER, VISA OR AMERICAN EXPRESS, FILL OUT BELOW. 

^ttCHECK CARD ti 
MASTERCARD Bp DISCOVER 

FSED FOR PAYMENT 

VISA AMERICAN EXPRESS 

CARD NUMBER 

AMOUNT 

SIGNATURE 

EXP. UCTE 

STATEMENT DATE 

03/04/02 

PAY THIS AMOUNT 

2197.21 

ACCT. # 

1867539 

PAGE: 3 

SHOW AMOUNT A 
PAID HERE 9 


REMIT TO: 


II...III...I..I.I.I...II...I..H..I.I..I.I...II..I.I...II..I.I 

BATON ROUGE CLINIC, AMC 
P.O. BOX 64887 

BATON ROUGE, LA 70896-4887 


□ Please check box if address is incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE BUSINESS OFFICE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ICD9 

DATE 

DR 

PATIENT NAME 

P 
O 

1 

N 

CPT4 

SERVICE RENDERED 

AMOUNT 





S 

S 




ACCOUNT NO. 1867539 


453.8 021802 


453.8 021902 


453.8 
401.9 


453.8 022502 


453.8 


453, 
401, 


Referring Phy: 
Hospital: 
110 DENNIS 
Referring Phy: 
Hospital: 
110 DENNIS 
Referring Phy; 
Hospital: 
110 DENNIS 
110 DENNIS 
Referring Phy 
Hospital: 
110 DENNIS 

* Referring Phy 

Hospital:-, 
022202; 110 DENNIS' - 
Ref err ing L Phy 
Hospital r> : ; s\ 
022302' 110 DENNIS; > j 
022402. 110 DENNIS 


022002 
022102 


t 


« - ^ *r Re f erring ^hy: 

..^ T Si ^ffi$0W$;>r Hospital*:" ;-;V r y 
4^453 . 8 ; #0226.02;;' 110 DENNIS" ^ 


^INDICATES INSURANCE HAS BEEN FILED 


ALVAREZ, FRANK 

OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

1 99231 SUBSEQ 

: COOLEY, RICHARD TODD 
OUR LADY OF THE LAKE 

1 99231 SUBSEQ 

: COOLEY, RICHARD TODD ^ 
r^OUR LADY OF. THE LAKE -,r : v 
? I ' * 99231 SUBSEQ 
r COOLEY, RICHARD TODD 
v-|OUR LADY OF THE EAKEU;^ ^ ; 
4' 1 99231 SUBSEQ 

^ . v ltfV l" „ ■ 99231 SUBSEQ 
£ COOLEY, RICHARD TODD 
-fOUR LADY OF THE LAKE w 

6 ^ 1 ,99231^ .SUBSEQ 


HOSP VISIT LEVEL 1 . , ^ \> - 

HOSP VISIT LEVEL 1. h^'Mk- 

HOSP VISIT LEVEL 1 v ? r ' 

HOSP VISIT LEVEL L 49 \ 00 

HOSP VISIT LEVEL 1 > '^M9 .(>0 


49.00 
49.00 
^49.00 


HOSP VISIT LEVEL 1 

S3 ,Rr : >i ±M ?i:JS A s» m. 

HOSP VISIT LEVEL 1 

HOSP^VISIT. .LEVEL L 

HOSP VISIT LEVEL 1 \ \* ' 


49.00 


49.00 
49.00 


49.00 


LAST PAY DATE 

CLOSING DATE 

07/13/00 

03/04/02 


If "PAY THIS AMOUNT" shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. 

BATON ROUGE CLINIC, AMC 

VISIT OUR WEB SITE AT www.batonrougeclinic.com 


ACCOUNT 
BALANCE ►►►► 


2197.21 


37 


. THE 

BATON 
ROUGE 
CLINIC 

AMC 

Established 1946 


BATON ROUGRj^HC, AMC 

P. O. BOX 64887 
BATON ROUGE, LA 70896-4887 


MAIN CLINIC: (225) 769-4044 
BUSINESS OFFICE: (225) 246-9304 
FEDERAL TAX ID # 72-1 1 1 141 7 


ADDRESSEE: 


ll...lllml...l.,ll.l.l....ll..l.l...ll.ll II, mill, LI 

DEARIE, DENNIS M 

15431 RED MAPLE PL 

GREENWELL SPRINGS, LA 70739-3530 


□ v **" * m^KI • • ■** * 

^HH0^ MASTcRCARtt |^J^^ptS(AJVER 

BED FOR PAYMENT 

VISA IRAA ^^^^D^^^ll illMMMlM MHf*pfMfc 

■HHI «SA ^B^B] AMERICAN EXPRESS 

CMOMMBB) .... ^ j, . • . , 

AMOUNT 


EXP. DATE 

STATEMENT DATE 

03/04/OZ 

RAY THIS AMOUNT 

2197 21 

h * ■ ■ 

ACCT.t 

1867539 

PAGE: 4 

SHOW AMOUNT a 
' PAID HERE J> 


REMIT TO: 


ll.,.lll...l,.l.l,l...ll...l..ll..l.l..l.l...ll..l.l„.ll.,t.l 

BATON ROUGE CUNIC, AMC 

P.O. BOX 64887 - 

BATON ROUGE, LA 70896-4887 


□ Please check box if address is incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


STATEMENT please detach and return top portion with your payment 


IF THE BATON ROUGE CLINIC, AMC, IS DIRECTLY CONTRACTED WITH YOUR INSURANCE COMPANY, WE HAVE FILED CLAIMS TO 
THEM ON YOUR BEHALF. HOWEVER, PLEASE NOTE THAT REGARDLESS OF INSURANCE, YOU ARE ULTIMATELY RESPONSIBLE 
FOR THE ACTIVITY AND BALANCE DUE ON THIS ACCOUNT. SEE REVERSE SIDE FOR MORE INFORMATION, OR CALL THE CLINIC 
AT THE ABOVE BUSINESS OFFICE PHONE NUMBER. * INDICATES INSURANCE HAS BEEN FILED. 


ACCOUNT NO. 1867539 


ICD9 





P 

I 


DATE 

DR 

PATIENT NAME 

O 

N 

CPT4 




S 

S 


SERVICE RENDERED 


AMOUNT 


Referring Phy: COOLEY, RICHARD TODD 
Hospital: OUR LADY OF THE LAKE 

PRIVATE PAY 



- INDICATES'INSURANCE HAS BEEN FILED~ 


I — — i 


\ 


If "PAY THIS AMOUNT' shows a negative (-) balance, this indicates 
that your private pay portion has a credit that may or may not be 
due to you. Do not pay this credit amount. - 

BATON ROUGE CLINIC, AMC 


LAST PAY DATE 

" CLOSING DATE 

07/13/00 

03/04/02 

" * t 


ACCOUNT 
BALANCE ►►►► 


2197.21 


VISIT OUR WEB SITE AT www.batonrougeclinic.com 


38 


